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Tue study of early syphilis is full of interest, but its 
range is so vast that it is but a fringe of the subject that 
can be dealt with to-day. No disease presents more 
difficult problems for solution, or more complicated sym- 
ptoms for treatment. These concern not only the family 
practitioner: every branch of the kingdom of medicine is 
invaded, and each specialist sees, and must be alive to, its 
early and remote effects. It respects no class: rich and 
poor, old and young, peer and peasant, the depraved and 
the chaste, are alike counted amongst its victims. Its 
effects may be so lasting as to influence all periods of a 
man’s life, and they bulk as a great factor in determining 
the vitality, affluence, prosperity, and happiness of a race, 


The Curability of Syphilis. 

In the large majority of cases, and judged on lines 
that apply to other diseases, syphilis is curable, and it is 
unnecessarily cruel to teach otherwise. Occasionally cases 
occur that resist treatment; and others, apparently 
immune for years, suddenly break out in symptom. The 
syphilitic virus sometimes assails a constitution with an 
idiosyncrasy favourable to its development and multiplica- 
tion ; then, indeed, it is difficult to cure. But by far the 
larger number of cases of syphilis, if seen early and 
treated rightly, remain well to all intents and purposes, 
though the longer the treatment is delayed the more 
dificult and protracted is the recovery. Small-pox, 
typhoid and scarlet fevers, or a broken leg leave conditions 
which sometimes disclose themselves after a lapse of many 
years, yet none would regard these as incurable. Why 
should an occasional late reminder of an early syphilis 
make us class this disease under a different heading ? 

If after treatment no return of symptoms occurs, and if 
subsequently the patient marries and brings up a healthy 
family, a cure surely may be assumed. 

Let me recall one out of a number of such cases that 
have been under my care for many years. 


Case illustrating the Curability of Syphilis. 

In March, 1884, a business man aged 26 consulted me. He 
had an indurated sore on the fraenum; hard, enlarged, and 
painless glands in both groins; an inflamed and ulcerated 
throat; and a roseolous eruption on the abdomen, back, and 
sides. He took 14 grains of grey powder with 1 grain of Dover’s 
powder three times daily continuously for two years. After the 
first three months of treatment he had no return of symptoms. 
Three years afterwards he wished to marry. On my advice he 
renewed his treatment for six months as a precaution. He 
has now been married twenty years, and has six children—the 
youngest 8, the eldest 19. Neither in himself, his wife, nor 
children has any sign of syphilis been observed. 


Another point bears somewhat on the curability of 
Syphilis, and introduces a further topic of interest. It has 
long been taught—and this teaching has been confirmed 

y the experimental inoculation of apes—that a person 
suffering from symptoms of syphilis is immune from a 
Second attack; that so long as syphilis exists, primary 
syphilis, followed by secondaries, will not occur. 

A few cases have been recorded which show that this is 
not an absolutely infallible rule, just as occasionally one 
attack of scarlet fever or measles may be followed by 
another; but such cases are exceedingly rare, and for 
Practical purposes may be put aside. Personally I have 
never seen fresh primary or secondary syphilis occur in 
& patient presenting any symptoms of the disease. 

18 not impossible, however, to see a second attack in 
& patient cured of a former one. This is rare, and other 
Conditions to be alluded to later, such as recurring 
chancres and gummata, cause mistakes; but I have notes 
of —_ cases, several of which I will relate. 


Primary and Secondary Syphilis occurring a Second Time. 

1. A man aged 22 consulted me on November 30th, 1898, with 
an indurated single sore on the left of the corona, bullet glands in 
the groin and neck, mucous patches on throat and mouth, and 
a papular eruption on forehead and body. He took 1 grain of 
grey powder four times daily for three months, and afterwards 
three times — until the end of two years. No symptoms 
were seen after the first year of treatment. On September 15th, 
1903—that is, five years after his first attack and nearly three 
years after the cessation of treatment—he appeared with an 
indurated sore on the right side of the prepuce } in. from the 
corona, and hard enlarged glands in the groins. He had been 
exposed five weeks before. Though it was apparently an 
infecting sore, under the circumstances events were awaited. 
The induration increased, and in fourteen days his throat became 
affected, a papulo-squamous eruption developed, he lost a large 
quantity of hair, and passed through a much more severe attack 
of secondary syphilis than on the first occasion. 

2. Aman aged 24 came to me on January 10th, 1894, with a 
Hunterianchancre on the margin of the meatus, enlarged glands, 
a red throat, and a roseolous eruption. He zealously carried out 
a two years’ course of continuous treatment with Hutchinson’s 
pills and was cured. On March th, 1900, he presented himself 
with an indurated sore just above the corona after frequent 
exposures. In three weeks his throat became ulcerated, a 
papular eruption broke out; later his hands showed palmar 
psoriasis. This was a troublesome case to treat, but ultimately 
responded to a course of Donovan’s solution. 

3. J. D., aged 40, consulted me on May 18th, 1906, for an 
indurated sore on the prepuce. He was married, and might 
have been infected six weeks before. As he stated that he had 
had primary and secondary syphilis in 1888, and taken a two 
years’ course of treatment under a well-known London specialist, 
local treatment alone was given. In a fortnight, however, a 
scaly papular eruption appeared all over his body, his tonsils 
were covered with symmetrical ulceration, and he lost much of 
his hair. His symptoms were troublesome, but after a two 
years’ course of grey powder he has remained well. 


The last case that I will mention is that of a man who 
married after his first cure, and did not infect his wife 
until he contracted a second attack. 


4. A man consulted me on May lst, 1888, with a primary 
indurated sore just above the corona, to the right, symmetrical 
ulceration of tonsils, enlarged and hardened glands, and a 
roseolous eruption. He took grey powder in small doses for 
four months, and his symptoms disappeared. Unfortunately 
he left Manchester and neglected treatment. On December 
2nd, 1889, he returned to me with a gummatous ulceration on 
the right leg and rupial spots on his body. He took a mixture 
containing potassium iodide and mercury perchloride for two 
years, and was cured. In 1892 he married a lady whose ovaries 
had both been removed by a gynaecological specialist, other- 
wise I doubt not that he would have had children, as both 
remained well. On August 10th, 1906, he came to me with an 
indurated sore on the margin of the meatus, with bullet on. 
ulcers on his tonsils, and a papulo-squamous eruption. e had 
been éxposed nine weeks -before, and had been in contact with 
his wife. He brought her tome on August 24th, 1906, and she 
had an indurated sore at the posterior fourchette with bullet 
glands and a roseolous eruption. 


The above four cases illustrate second attacks of 
syphilis occurring in subjects cured of a previous attack, 
and in each the second primary sore occurred in a different 
position to the earlier one, and was followed by secondary 


symptoms. 
| Relapsing Chancres. 


The existence of an indurated sore in a person who has 
had syphilis is not, however, in itself alone evidence of a 
second attack; and this discloses a very interesting 
clinical phenomenon. Chancres not infrequently relapse, 
thus indicating, though not always, that treatment is not 
carried out. ‘These recurrences are always in the site of 
the original sore. A small gumma in the corona, and an 
ulceration over a local lymphatic inflammation on the 
penis, may also resemble a primary sore. But, strange to 
say, @ primary sore may also recur whilst a patient is 
actually under treatment. 

This case, recently under my care, bears on these 
points : 
Chancre Recurring during Treatment. 

A man, H.G., aged 34, came to me on February 3rd, 1909, with 
a hard soreon the right side of the prepuce just above the corona, 
and well-marked secondary symptoms. He was treated with 
intramuscular injections of 1 grain of calomel, and afterwards 
with an intramuscular injection of 1 grain of metallic mercury 
(Lambkin’s cream) fortnightly. He was free from symptoms in 
four months, but treatment was of course continued. In 
December he called my attention to the seat of the primary 
sore, which had returned, was as large as a threepenny piece, 
indurated, and eroded. He denied fresh exposure. Mercury 
atoxylate (1 grain) was substituted for the mercury as an injec- 
tion, and small doses of potassium iodide were given by the 
mouth. Insix weeks the induration had disappeared, and so 
far it has not returned. 
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Relapse after Lony Immunity. 

There is still another class of case which demands con- 
sideration when we —_— our attitude in advising patients 
who have been apparently cured of syphilis. Unhappily, 
after an immunity—practically a cure—for many years, a 
man who has had syphilis, undergone the soundest treat- 
ment, married, and begotten healthy children, may 
develop symptoms. Is this man to be “ branded” during 
all these years as “uncured”? Is he to be deprived of all 
the blessings of family life? I think not. The longer, as 
a rule, that marriage is delayed the better—the virus 
becoming more attenuated, perhaps; but it seems as 
unreasonable to forbid a man who has had rheumatic 
fever or diphtheria to marry, as to prevent one who has 
been properly treated for syphilis, and in whom, after a 
mint i lapse of time, no syraptoms have appeared. 
The following cases will illustrate my meaning. 


Immunity from Syphilis for Twenty Years, and then an Outburst. 
Was Marriage justijiable ? 

On March Ist, 1886, I was called to a man aged 50 who was 
suffering excruciating pain on the inside of his left knee. He 
had felt pain for several days, but it had developed acutely 
during the night. He had never had rheumatism. The knee 
felt hot, and there was slight effusion into the joint. The tem- 
perature was 103°, pulse quick. He was treated for several days 
with salicylates, and it was necessary to give morphine hypo- 


dermically. No improvement occurred, and on March 5th the 


fact was elicited that he had been treated twenty years pre- 
viously for primary and secondary syphilis by a specialist. He 
remembered no symptoms after the first few months. It was 
remarkable how the severe pain was almost instantly relieved 
by a few doses of potassium iodide and mercury; he resumed 
his work in a week, continued treatment for many months, and 
remained well. He had been married seventeen years; he had 
four children whose ages ranged from 7 to 16, and in not one of 
them nor in his wife could I detect any sign of syphilis. 


Surely this man had done no wrong in marriage. It is, 
however, a good illustration of Professor Fournier’s final 
advice to his patients, which is, “If ever you are ill, no 
matter how far from now, nor whatever the disorder may 
be, tell your doctor plainly that you have had syphilis ; 
tell him ten times rather than once.” 


Immunity from Syphilis for Nighteen Years : Its Retation to 
Marriage. 

A man aged 45 consulted me on April 13th, 1909, suffering 
from a painful swelling of the right foot. It had been noticed 
for three months, but it was increasing rapidly and now had 
inflamed. He had been under some treatment. The foot was 
swollen, red, and oedematous, and a large ill-defined gum- 
matous mass occupied its dorsum. It appeared as if about to 
break down. He admitted syphilis eighteen years before, and 
treatment by a London specialist. Under large doses of potas- 
sium iodide and mercury and evaporating lotions the whole 
mass Saree. leaving a little thickening over the central 
metatarsal bones, which has now almost gone. ‘This gentleman 
had been married sixteen years; he had two daughters, aged 
12 and 14; in neither could I detect a sign of syphilis, nor in his 
wife. 


When called upon to advise regarding the curability of 
syphilis and on the subject of marriage after an attack, it 
is well to recall cases such as these. 


Early Diagnosis and Treatment. 

It is a well-recognized clinical fact that the earlier 
syphilis is treated the more amenable itis. Symptoms, 
both in the earlier and later stages, are less severe, and, if 
not entirely prevented, they may be greatly modified. 
The later treatment is begun the more rebellious is the 


‘disease, the more frequent are its relapses. The moment 


the diagnosis is made internal treatment should begin. 

Every sore is not syphilitic; one is followed in weeks or 

= by symptoms of constitutional infection—another 
none. 

i military practice, until the discovery of the Spiro- 
chaeta pallida and Wassermann’s reaction, it was the 
custom to refrain from the constitutional treatment of any 
sore until ‘ secondaries” appeared. In my earlier days it 
was taught that there were two distinct and well-defined 
local sores—one a hard and one a soft chancre, the former 
always a forerunner of syphilis, the latter never—the 
clinical features of each being so characteristic that a few 
simple rules would distinguish them. Now the doctrine 
has changed. It is taught that, although a hard sore is 
usually followed by syphilis, this is not to be relied upon, 
and that a soft sore may be—in fact, often is—followed by 
real syphilis. Rollet first demonstrated that the infection 


of the soft sore and of syphilis might occur together, g 
mixed chancre or chancres being the result. During 
long connexion with the military hospital at the Hulme 
Barracks I watched the development of early syphilis jp 
many cases, and although it is impossible clinically to 
foretell whether a non-indurated sore or sores fore 
syphilis, it is possible to be reasonably assured that a 
certain indurated sore will be followed by constitutiona] 
symptoms. When the incubation period coincides, and no 
local caustic has been applied, and if the glands are hard 
painless, and enlarged (one rarely sees a chancre without 
glandular signs), the diagnosis is clear. A gradually 
increasing, painless, well-defined induration is practically 
always followed by syphilis. 

It is now generally accepted that the Spirochaeta pallida, 
discovered by Schaudinn in 1905, and confirmed later } 
Hoffman and many others, is the cause of syphilis. This 
discovery opens out a new field for future investigation, 
and promises to solve many problems. More than twenty 
years before this discovery Sir Jonathan Hutchingon 
wrote: 

The disease depends upon a living and specific microbe; it ig 
contagious or transmissible only so long as that microbe 
retains its vitality. ... That this discovery is in reserve for 
some future investigator I have the utmost confidence ip 
believing. 

How true a prophecy, and how gratifying that this great 
master has lived to see its fulfilment! 

Though we must recognize that the Spirochaeta pallida 
is the organism which causes syphilis, and that its demon. 
stration makes immediate internal treatment necessary, 
and that its presence can be discovered in sores which 
otherwise could not at the same stage be declared con. 
stitutional, still its discovery, and especially its distinction 
from other spirochaetes which it resembles, require special 
skill. Until recently it has been the work of the highly 
trained microscopist, not always available, to prove its 
existence. Latterly, however, simpler methods of demon. 
stration—‘the dark ground illumination”—have been 
introduced, which will bring more positive diagnosis 
within reach of all. 

But still, the inability to discover the Spirochaeta pallida 
in a primary lesion is not conclusive evidence of the absence 
of syphilis. During the last twelve months I have seen 
one case of a doubtful chancre, which later was followed 
by “secondaries,” in which a distinguished bacteriologist 
failed to discover any signs of the Spirochaeta pallida; 
and two other cases, each with an indurated sore and 
secondary symptoms, in which the micro-organism could 
not be found. 

The scrum diagnosis of syphilis—the so-called Wasser- 
mann’s reaction, which, if positive, indicates that the 
individual is suffering from syphilis—is not at the present 
time to be relied upon to determine the nature of a sore 
nor to guide the practitioner in its treatment. The reaction 
is invariably absent in non-syphilitic subjects, but it is also 
absent in 15 per cent. of syphilitic cases at any stage, and 
in the first six or eight weeks of the disease it is rarely 
present at all. I myself have seen a well-marked case of 
syphilis in an active state in which the reaction was 
negative, even though sought for by an expert; and asit 
is during the first few weeks of infection that the practi- 
tioner needs experimental help in his diagnosis, much 
advance in this research is necessary before it becomes of 
much practical value in early stages. 

I contend that although we are not justified in pro- 
nouncing any sore or sores as non-syphilitic, we are right 
in assuming from clinical evidence alone that certain 
sores will be followed by constitutional symptoms, and in 
instituting treatment before their development. There 
are sores which are unquestionably syphilitic; there are 
others which are doubtful, and in the latter we must-be 
content to watch and wait, unless the Spirochaeta pallida 
be found, or Wassermann’s reaction be positive. 


The Imprudence of Starting Constitutional Treatment 
before a Positive Diagnosis of Syphilis is made. 

Though a diagnosis can be made, and treatment begun 
in many cases of primary eyphilis, it is equally important / 
to withhold internal treatment in any case of doubt. 
Hopeless confusion and loss of prestige to the surgeon and 
injury to the patient follow a contrary course, yet how 
often a foolish and half-hearted treatment is adopted. The 
following are two out of many similar cases. 
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Case showing that Internal Treatment should not be Employed 

before Certain Diagnosis is made. 

A man, aged 22, consulted me on March 29th, 1909. He had 
flat grey patches on both tonsils, enlarged submaxillary, sub- 
occipital and mastoid glands, and scattered papular spots or 
his body. The penis showed four reddish-brown scars on the 
glans, but no induration or sore. He stated that early in the 
previous August, noticing several discharging sores on his 
penis, which had appeared a few days after exposure, he con- 
sulted a doctor. He was assured that they were soft sores— 
that he need not fear syphilis—and a lotion was prescribed. 
There was no improvement in a fortnight, so pills were given— 
doubtless mercurial. His symptoms disappeared and in six 
weeks he was pronounced cured. His present condition had 
been developing for three weeks. This was obviously a case of 
delayed secondary syphilis. The doctor had been uncertain, 
too hasty in giving mercury, then, doubtful of syphilis, he had 
yielded the issue to fate. 


Case Illustrating Too Early Conclusion from a Sore—and the 
Value of Mercury Atoxylate in Rapidly Removing 
Symptoms. 

A more striking case will emphasize this point. A man, A.B., 
aged 30, consulted me on January 5th, 1910. He was to be 
married the following day. Two months before he had several 
gores on his penis. His doctor cured them with a lotion and 
pronounced marriage to be safe. A rash appeared a week ago— 
which his doctor assured him was simple psoriasis from which 
his mother suffered. I found he had a coppery squamo-papular 
eruption all over his body and limbs—symmetrical tonsillar 
ulcers—and enlarged and painless glands. Unfortunately, 
against all advice he married, with what result it is too early 
to say. His own symptoms have disappeared most remarkably 
under the intramuscular injections of mercury atoxylate. 


Complaints are often heard that patients refuse treat- 
ment after symptoms have disappeared, but this is 
exceptional in my own experience. Once win the confi- 
dence of your patient, convince yourself of the necessity, 
and a straightforward statement of the need for long 
treatment and the consequences of neglect will usually 
bind your patient to you until he is cured. 


Treatment of the Local Sore. 

The investigations following the discovery of the 
Spirochaeta pallida will do much to settle one long-fought 
controversy, namely, whether the excision or destruction 
of the primary sore has any influence in preventing con- 
stitutional symptoms. It was formerly the practice of 
many surgeons to adopt severe local measures—either by 
cautery, caustic, acid, or the knife—hoping thereby to 
abort the disease. I have often applied acid nitrate of 
mercury or liquid carbolic acid to an indurated chancre, 
but long since abandoned such local measures in any 
attempt to check the disease. Ifa chancre has developed 
to an extent sufficient to declare it to be an infecting one 
it seems useless to destroy it. It is questionable whether 
achancre can be diagnosed as syphilitic before general 
infection has occurred, which in some cases takes place 
coincidently with the earliest formation of the sore. 
Although it is possible that the blood may be directly 
inoculated with syphilitic poison, the lymphatics are the 
usual channel of communication between the place of 
infection—the sore—and the system. The spirochaete 
has" been found in the glands within a few hours 
of infection, and before the appearance of any sore. 
Neisser and others have, in experiments on apes, 
found the spirochaete in the neighbouring glands 
before the appearance of any induration in the chancre ; 
and they have infected other apes with syphilis from the 
products of these glands. What effect, therefore, can 
excision or the cautery have on the prevention of syphilis, 
which probably occurs concurrently with the earliest 
formation of the chancre? Such treatment causes pain 
and discomfort, and tends to confuse rather than help the 
issue. It is true that in the French and German armies 
the number of cases of primary syphilis have been much 
reduced since it became the custom after exposure to 
compel the soldier to lubricate the parts concerned with 
a 20 per cent. calomel ointment, and to take other 
disinfecting precautions; but to be of any avail this 
must be carried out within two or three hours of 
contact. 

The best local treatment is the application of a finely- 
powdered preparation of one of the odourless forms of 
lodoform with boric acid with which a 15 per cent. 
strength of calomel is intimately mixed; sometimes the 
old-fashioned black wash answers better. 


Sloughiny Syphilitic Phagedaena. 

This condition, fortunately of rare occurrence in early 
syphilis, is sometimes very alarming, and demands 
prompt treatment. It occurs in the robust quite as often 
as in the cachectic and weakly subject. Itis oftenest seen 
in cases of chancre concealed under a phimotic prepuce, 
and, in my experience, in association with an accompanying 
gonorrhoea. These two maladies not infrequently occur 
together, and I have on several occasions witnessed the 
development of a hard sore whilst treating a patient for 
gonorrhoea. Ulceration of a primary sore is not uncom- 
mon, but rapid spreading of the ulceration is a significant 
sign, and it is often followed by a destructive gangrenous 
inflammation of surrounding tissues. I have seen a sore, 
apparently quite benign, become within a week a spread- 
ing sloughing inflammation, threatening not only the 
surrounding skin but destruction of the penis itself. 
These cases are usually treated with strong caustic and 
escharotic applications, which, however, cause much 
anxiety, pain, and depression. I would emphasize the 
value of treatment by immersion in hot baths, associated, 
of course, with the internal administration of mercury. 
The affected part may be immersed in a vessel in bed, 
although in severe cases I much prefer the use of the hot. 
sitz bath in which some boric acid or other mild disin- 
fectant is dissolved. I have kept patients as long as. 
three weeks in such a bath, although, if desired, a few 
hours’ sleep in bed may be allowed. It is surprising how 
gratifying the result of this treatmentis. Instant comfort 
is experienced, pain disappears, little inconvenience is. 
felt, and within a short time an improvement in the loca! 
condition is seen. A reliable nurse to maintain the 
supply of hot water and to keep the patient in blankets is 
essential. I have never seen a case fail to respond to this 
treatment. Two cases will illustrate it. 


Sloughing Syphilitic Phagedaena with Gonorrhoca. 

CASE I.—A man, aged 38, was seen in consultation with Dr. H., 
on October 7th, 1905. He was supposed to be suffering from 
gonorrhoea and had been under treatment seven weeks. The- 
prepuce had been slit up for phimosis. The temperature hai! 
suddenly risen and his penis had become swollen and inflamed. 
I found him very ill. He was in great mental and physical 
suffering ; his pulse was quick and the temperature 103°. The 
penis presented an alarming appearance: extensive slouglis 
involved both the skin, prepuce, glans, and scrotum ; there was 
a hard mass of ulceration, difficult to define, on the right of the 
glans, evidently a primary sore. Gonococci were afterwards 
found in a specimen of the discharge taken from the meatus. 
Masses of painful enlarged glands occupied both groins, and 
the glands in the axillae and neck were hard and swollen. He 
had a large painful periosteal swelling on the forehead, sym- 
metrical grey ulceration on his tonsils, and a few scattered 
papular spots on his body. Potassium iodide and mercury were 
prescribed in small doses, and he was placed in a hot sitz bath, 
in which he remained for three weeks. Relief was almost 
immediate; there was no further spreading, the sloughs came 
away leaving a healthy granulating surface, and the disfigure 
ment was less than anticipated. In five weeks he was able to 
walk out of doors. 


CASE I1.—A man, aged 22, was treated in the Hulme Military 
Hospital, where he had been an in-patient for six weeks before 
coming under my care in December, 19C0. He had had gonor- 
rhoea, but during convalescence an induration had appeared on 
the prepuce, causing phimosis, for which circumcision had been 
performed. When seen by me his penis was engorged, and a 
spreading, sloughing ulceration involved the glans and a con- 
siderable portion of the penis. The inguinal glands were 
enlarged, the throat was red and inilamed, and he had a 
roseolous eruption on the body. Immediate relief was afforded 
by immersion in a hot sitz bath in which he remained night 
and day for eighteen days, in this way and with intramuscular 
injections of grey oil, the symptoms were quickly overcome. 


The Occurrence of Syphilis without « Local Sore. 
Cases of secondary syphilis occasionally occur in which 
no trace of a primary sore can be found. How this comes 
about—how the blood becomes directly infected—it is 
difficult to explain. I have seen several such cases. 


Syphilis without Discoverable Chanere. 

’ A man, aged 30, consulted me in January, 1906, for loss of 
hair and small scaly papules on his scalp. He had no idea of 
syphilis, and contemplated marriage in three months. Similar 
spots were found on his body, ulcers in the mouth and on the 
tonsils, and enlarged painless glands in both groins and in the 
occipital and cervical regions. The possibility of infection was 
frankly admitted, but no sign of chancre could be discovered in 
any part of his body nor in theurethra. The symptoms rapidly 
declined under a mercurial course. 
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Secondary Syphilis without Obvious Chancere. 

I was consulted on February 12th, 1900, by a man, aged 34, 
who had mucous patches in the mouth, ulceration on the 
tonsils, enlarged glands, and a roseolous eruption on the chest. 
No sign of a primary sore could be found, but he responded 
readily to mercurial treatment. 


Extragenital Chancre. 

Cases of extragenital chancres, too, are often very 
confusing. That they occur on the lip, the eyelid, nipple, 
finger, tonsil—in fact, wherever there is skin or mucous 
membrane—is well known; but it is none the less true 
that when confronted with such cases we are apt to over- 
look their nature. Several striking illustrations could be 
. It is, however, to the “hidden” chancre that 

wish to draw attention. Syphilis may be suspected, 
search made, and yet the chancre remain undiscovered 
unless great care is taken. It is well in obscure cases 
to strip the patient entirely. Two cases have recently 
come under my care: 


Cases of Hidden’? Chancre. 

CASE I.—A man aged 40 was sent to me by Dr. H. for a trouble- 
some eczema of the scrotum. He was married, and had been 
well until six weeks before. The scrotum was red, inflamed, 
and scaly. Small ulcers were noticed on the tongue and tonsils, 
enlarged glands in the neck and groins, and on stripping a 
faint roseolous eruption on his body. No sore could at first be 
found on the penis or elsewhere. On making him bend, how- 
ever, to see if any condylomata existed, a small indurated, 
slightly eroded sore was seen on the left side at the junction 
of the scrotum with the perineum. He is rapidly recovering 
under intramuscular injections of grey oil. 


CASE I1.—Another patient, aged 27, saw me on January 12th, 
1910, with undoubted signs of secondary syphilis. He admitted 
exposure, but no local sore could be found. He wore a “body 
b2lt,’? which carelessly I omitted at first to have removed. 
When this was done a well-marked indurated sore was noticed 
in the mid-abdominal line 1 in. below the umbilicus. 


Difficulties in Treating Malignant Syphilis. 

By this term is meant cases of exceptional severity, in 
which secondary symptoms develop, progress, and succeed 
one another with alarming rapidity, produce profound 
illness, and resist ordinary treatment. It is probable that 
the severe nature of the symptoms is due to an idiosyn- 
crasy in the patient—a peculiar constitutional susceptibility 
to the poison—rather than to any difference in the virus 
itself. It is apparently not due to the state of health or to 
the age of the patient, as it occurs, in my experience, as 
often in the strong and robust as in the weak and ill- 
developed—and in the young and old as often as in those 
of middle life. In some cases it is influenced perhaps by 
insufficient treatment; but it occurs also in spite of sound 
treatment vigorously applied. It does not necessarily 
follow a severe local sore. Some of the most intractable 
and extensive sores that I have seen have been followed 
by mild syphilis. The following cases are instructive in 
this connexion. 


Malignant Syphilis Resembling Small-pox. 

A man, aged 29, was seen in bed on January llth, 1897. He 
had been ill a week with feverishness and headache, and two 
days before he noticed ‘‘spots’? on his body. The temperature 
was 104°: pulse 120. He had intense headache, backache, and 
pains in the legs. On the face. body, and extremities was a pro- 
fuse eruption resembling variola; some of the spots were papular, 
some vesicular, others Many were of shotty’’ hard- 
ness, and showed umbilication. The tongue was furred and dry, 
the throat very red. He was unaware of any exposure to small- 
pox. Quite accidentally enlarged glands were noticed in his 
groins, and inspection of the penis revealed an indurated, 
ulcerating sore on the right side of the prepuce. At first he 
strenuously denied exposure, but later admitted an indiscre- 
tion two months before his illness began. So strong was the 
resemblance to small-pox that, notwithstanding the evidence of 
syphilis, I asked Dr. Niven to see him, who agreed that we were 
justified in dismissing the suspicion. He was at once given 
Hutchinson’s: pills, and his acute general symptoms were 
relieved. His spots, however, crusted over, becoming rupial; 
and, notwithstanding the mercurial treatment, he developed 
during the next few weeks severe iritis and several periosteal 
nodes on the forehead and occiput. It was not until potassium 
iodide and arsenic were added that any impression was made 
on the specific symptoms. He remained under continuous 
treatment for a year, and then foolishly disappeared. In March, 
1899, he returned in a shocking state. He was cachectic; there 
was phagedaenic ulceration of the throat; a considerable 
portion of the roof of the mouth was ulcerating and bone 
was laid bare; he had a large gummatous swelling on his 
head and gummatous ulceration on the right leg. He took 


potassium iodide and mercury for many months, also arsenic 
and quinine, before his symptoms subsided and he was able 
to resume his work. Since then I have lost sight ofhim. Qne 
regrets, that this case came under observation before I wag 
familiar with the intramuscular treatment of syphilis. The 
case also illustrates the early period at which periostea] 
inflammations occur in secondary syphilis—a condition which 
much more frequently than is generally imagined 
and also the value of potassium iodide in such cages. 


Case of Malignant Rupial Syphilis. 

On May 18th, 1903, I saw a man, H. L., aged 22, who had been 
under treatment for syphilis for eighteen months previously, 
During the whole of that time he had been unable to follow hig 
employment. His prescriptions showed that he had taken at 
different times grey powder, potassium iodide, Fowler’s and 
Donovan’s solutions, and other remedies, but he told me that 
whatever he took disagreed with him, causing either vomiting, 
diarrhoea, or coryza, and that he had never been able to con- 
tinue treatment for more than a few weeks at a time. Hig 
nose, upper lip, and a portion of the right cheek were destroyed 
by an ulcerating lupoid-looking mass; half his penis had gone, 
his body and extremities were covered with rupial sores, his 
right eye showed extensive iritic adhesions. Under a course 
of intramuscular injections of grey oil as used by Lambkin, 
which were well borne, he at once began to improve, and in 
eighteen months he had resumed work, though of course 
greatly disfigured. He remained under treatment for several 
years, and when last heard of had had no further relapses. 


This case is a good example of the class which seems 
quite unable to take specific remedies by the mouth, but 
tolerates them when administered intramuscularly. 


The Need to Prohibit “ Alcohol” in Treating Syphilis. 

It is well to remember the pernicious effect of alcohol 
when treating cases of syphilis. It appears almost to be 
a direct antidote to the usual beneficial effect of mercury, 
So many cases have come under notice in evidence of this, 
that it is my custom to insist on abstention, except under 
exceptional circumstances and for limited periods. Spirits 
and champagne are especially harmful. 


Syphilis carefully Treated : Recovery Retarded by Alcohol. 

A patient, aged 24, sent to me by Dr. G. on March 6th, 1909, 
had contracted syphilis two and a half years before. He had 
taken continuous treatment for the first eighteen months and 
intermittent later. He had lost weight and had suffered fre- 
quent recurrences. It was elicited that during the whole period 
of his illness he had taken large quantities of beer and whisky. 
On the soft palate above and to the right of the uvula was 
an ulcerating almost phagedaenic condition with irregular 
edges, and a large hole communicating witk the eae He 
had enlarged glands in the neck and groins. At the seat of the 
original chancre on the corona was a small hard gumma, and 
he had a scattered papulo-squamous eruption on his body. As 
he had albumen in the urine, treatment at first was cautious, 
but the albumen soon disappeared under treatment. He had 
four intramuscular injections of 1 grain of calomel, and after- 
wards weekly and lately fortnightly injections of mercurial 
cream, which agreed well. He took iodipin tablets and refrained 
from alcohol. His improvement has been uninterrupted, and 
he promises to remain well. 

A case sent to me by Mr. Jonathan Hutchinson was of 
a similar nature, but the patient would not discontinue 
alcohol. Several methods of treatment were tried without 
any good result, and further supervision had to be 
declined. Other cases, however, that have resisted treat- 
ment have begun to improve as soon as alcohol has been 


stopped. 


The Frequency of Affections of the Nervous System in 
Early Syphilis. 

It is now wel! known that the cerebro-spinal system is 
often attacked by syphilis at a much earlier period than 
was formerly believed. Symptoms due to syphilitic 
deposits implicating or pressing upon some part of the 
brain or cord occur during the earlier stages of secondary 
syphilis. Itis well to keep this in mind, and to be pre- 
pared to treat such cases vigorously, as they are apt to 
resist mild treatment; and unless the lesion is rapidl 
relieved, permanent loss of function will be threatened. 
Vigorous treatment gives the best chance for the return of 
normal function. How many cases of such a common 
condition as hemiplegia have their origin in syphilis, and 
would recover under severe and well-directed treatment! 
The following two cases illustrate these points: 


Right Hemiplegia and A — ey in Early Secondary 
syphilis. 
A man aged 25 came under my care on January 6th, 1906, in 
consequence of sudden loss of power in the right arm and 
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artial aphasia which had occurred during the previous night. 

he right arm was helpless, and he could not grasp; there was 
an area of impaired sensation on the back of his right forearm 
and hand, and his speech was affected. There was no albumen 
in the urine, and the heart was sound. It was ascertained that 
he had contracted syphilis six months previously, and that he 
had gone through a course of injections in Paris, a second course 
peing shortly due. Six injections of gr.j calomel were given 
at intervals of four days intramuscularly, and afterwards each 
fortnight 1 grain of metallic mercury in Lambkin’s cream. 
Recovery was complete and speedy; in three months all sym- 
ptoms had disappeared, nor have they returned. Treatment 
was continued for two years. 


Diabetes Insipidus and other Nerve Phenomena due to Early 
Syphilis Cured by Intensive Treatment. 

Aman aged 29 consulted me on September 23rd, 1885, com- 

laining of great thirst, frequent and copious micturition, severe 
headache, occasional vomiting, weakness, and defective vision 
of the left eye. He had been married seven years, and had two 
healthy children. He denied syphilis, but admitted gonorrhoea 
two _— before, which was very obstinate to cure, and for 
which he took much medicine. His present illness began six 
months ago, with occasional headaches, which now were 
frequent and severe. Latterly he had passed large quantities 
of urine, rising hourly in the night; he had inordinate thirst, 
and had lost weight. When seen he was in bed-—dull, apathetic, 
anaemic, sick, and suffering intense vertical headache. The 

ulse was 80; temperature normal; respirations sighing and 
irregular, tongue dry and brown. He was passing between 
8 and 10 pints daily of pale, straw-coloured, clear, odourless 
urine, specific gravity 1003, which contained neither albumen 
nor sugar. The left disc showed well marked optic neuritis; 
the right appeared normal. The deep reflexes were exagge- 
rated. The symptoms were regarded as due to gross intra- 
cranial syphilitic disease; probably a multiple lesion. The 
polyuria was looked on as a secondary phenomenon most likely 
caused by some gummatous deposit pressing upon the floor of 
the fourth ventricle and implicating the controlling centre. 
He was treated with gradually increasing doses of potassium 
iodide and mercury perchloride, but he got worse. In the early 
part of October a large periosteal swelling developed on the top 
of his head, thus confirming the specific nature of his illness. 
Mercurial inunctions were substituted for the perchloride, and 
the iodide was rapidly increased until he was taking drachm doses 
three times daily. He became ptyalized early in November, 
and from that date his recovery began. The headaches sub- 
sided, the polyuria and the node gradually disappeared, the 
optic neuritis cleared up, and by the end of January he was able 
to resume work. He subsequently took small doses of mercury 
for two years, and he was quite well fifteen years later when he 
left Manchester. 


_ This case not only demonstrates the need for the inten- 
sive treatment of syphilis when it attacks the nervous 
system, but is an example of the value of those cardinal 
rules of Dr. Hughlings Jackson (the greatest of all 
neurologists), who used so often to say: 

If you see a mixture of nerve symptoms whi 
to coincide with each pr 
incoherent succession or a random association of symptoms, 
ogee any demonstration of actual syphilis—suspect it and 

Treatment of Early Syphilis. 

A study of the few cases that have been related under 
the previous headings show that the treatment has varied. 
Each case of syphilis should be treated on its own merits, 
and if one method causes no ready response, some other 
line must be adopted. Age, sex, constitution, resistin 
power, the condition of the various organs, the nature an 
severity of symptoms ; the means, leisure, and the sur- 
roundings of the patient; the effect of treatment on the 
mind, constitution, and on the course of the disease—all 
these points must be considered in the effort to cure our 
= There is no routine way of dealing with every 

ase. 

Mercury remains our sheet anchor. Its continuous 
administration in small doses over a long period—never 
less than two years—has in ordinary cases given me the 
best results. To treat only when symptoms appear is to 
court disaster—the enemy is at the gates, and may renew 
his attack with overwhelming strength; why not con- 
tinue to harass, wound, or destroy him after his first 
repulse? Neither has it ever been clear to me that the 
intermittent administration of the drug increases its 
potency and value, nor that its continuous employment 
reduces it to impotence; a patient at the end of a long 
and continuous treatment is as liable to become ptyalized, 
pe limit is exceeded, as he was at the beginning of his 

rse. 

Fortunate in early days in being a pupil of Sir Jonathan 

utchinson, my treatment until the last ten years was 
entirely on his lines—namely, small doses of grey powder 


by the mouth given over a long period, supplemented by 
opium, iron, quinine, arsenic, and potassium iodide, as each 
individual case required. I never treat for less than two 
years; often much longer. As a whole the results bave 
been excellent. Reflection, however, brings to mind a few 
cases, treated years ago, which undoubtedly would have 
done better had I had the advantage of the knowledge and 
experience at our disposal now. The intenser effect of 
the intramuscular treatment in intractable cases bas 
greatly impressed me. A notable illustration of its special 
advantage is seen in the case of H. L., described in the 
notes to malignant syphilis. I never hesitate to employ 
this method now, directly a resistance to oral methods is 
manifest. It is usually quite safe to give four injections of 
1 grain of calomel in four weeks and 1 grain of metallic 
mercury fortnightly afterwards for a year, and monthly 
later as long as is necessary. Of course, circumstances 
may require some modification of this. The urine, weight, 
gums, and blood require careful watching; nodules must 
absorb before a second injection is given into the same 
buttock, and the most scrupulous antiseptic technique 
must be carried out, otherwise disaster will follow. In 
over 2,000 injections only 2 cases of ill effects have 
occurred to me—both severe ptyalism. They occurred in 
hospital in earlier experience, when injections were 
repeated oftener, and before the extreme watchfulness 
necessary had been fully appreciated. No case has caused 
me anxiety since. The formulae of the creams that I use 
are those of Lambkin—the creo-camphor in which 
prevents or greatly relieves the pain; the aseptules 
supplied by Messrs. Oppenheimer are handy and reliable. 
This method of administration is desirable in other than 
refractory cases. It is largely employed in the army, and 
in private practice it is useful when the existence of the 
disease must be kept secret; also in dyspeptic subjects, 
and when mercury given by the mouth, no matter in what 
combination, causes colic or diarrhoea. 


Treatment by Arylarsonates Alone and in Combination 

with Mercury. 

Much has been published lately regarding the ex- 
ceptional value of arylarsonates or their combination with 
mercury in the treatment of syphilis. In my own practice 
these drugs have been held back until lately, partly be- 
cause from time to time, serious, even calamitous, results 
bave been published as a consequence of their exhibition ; 


-also because, although their action on symptoms has in 


many recorded cases been phenomenal, a period of years. 
must elapse before their lasting curative property is estab- 
lished; and, lastly, because in difficult cases I have been 
satisfied with the injections of calomel or grey oil alone, 
or associated with the internal administration of potassium 
iodide, arsenic and quinine. 

No doubt you all saw a letter from Mr. J. Ernest Lane 
in the British MepicaL JournaLt (March 5th, 1910) in 
which he describes a case of syphilis in his own practice, 
in which at the end of a course of ten injections of orsudan, 
given in 10 grain doses on alternate days, the patient 
suddenly became blind from optic atrophy, and in the 
same letter 3 cases are mentioned as experiencing a 
similar fate after soamin. Again, in the same JounNaL of 
January 22nd, 1910, Drs. Lundie and Blaikie relate a 
corresponding tragedy after a course of soamin; and in 
the Lancet, 1909, p. 1196, Dr. Bagshawe sounds a warning 
note regarding the danger of atoxyl. 

For a detailed account of a remarkable series of cases of 
amblyopia and blindness following the use of atoxyl and 
arsacetin, reference should be made to the Bulletin of the 
Sleeping Sickness Bureau (No. 8, 1909). In this Professor 
Dr. Max Beck notes that Watermann treated four cases of 
tabetic optic atrophy with atoxy], and in each case the 
vision became markedly worse. He also describes 25 
cases of complete and 7 cases of partial blindness out of 
1,633 patients treated with atoxyl at Sesse by the members 
of Koch’s expedition. Drs. A. Van Gebuchten and A. Tils 
describe the case of a man (infected by trypanosomes) who 
became blind after treatment with atoxyl. Two series of 
cases treated by Gray with atoxyl are also recorded. In 
the first 1,135 cases 47 had alterations of vision and 20 
became totally blind. In the second series of 1,712 cases 
70 had dimness of vision and 10 became totally blind; in 
2 of the latter mercury was given with atoxyl. Dr. 
Paderstein! has published 12 cases treated with atoxyl 
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and 2 with arsacetin, all followed by amblyopia varying in 
severity from actual blindness to marked contraction of 
the field of vision. Paderstein’s patients were Europeans. 
Those of Beck and Gray were natives of Uganda. 

On the other hand many others have employed the 
arylarsonate salts without any ill effects and with con- 
spicuous advantage. In the same article from which the 
above is quoted, Major Ward is reported to have given 
18,000 grains of soamin to more than 100 syphilitic 
patients during the last two years without any ill effects. 
Colonel Lambkin, so zealous a worker in this field, has 
treated 308 cases with arylarsonates without any bad 
effect. Daring 1909 he gave over 2,000 intramuscular 
injections of soamin and arsacetin with no ill consequence ; 
and he attributes the toxic symptoms that have been 
described to the liability to decomposition that occurs 
when these salts are kept in solution. Beck, however, 
regards the eye symptoms as due to chronic poisoning 
dependent on idiosyncrasy, as many patients receiving 
larger quantities of similarly prepared arylarsonates 
escape eye symptoms. 

Colonel Lambkin is the pioneer in treating early syphilis 
intramuscularly with the arylarsonates in combination 
with mercury. He related his earlier results at the 
Belfast Meeting of the British Medical Association, 1909.? 
Since then he has recorded an interesting series of cases 
treated with a preparation of atoxyl and mercury made 
for him by Messrs. Greef of Charlottenburg, Germany, 
and named mercury atoxylate. He has already treated 
a large number of cases with remarkable success and 
without the slightest toxic effect. He gives about 9 grains 
in eight injections, with three to seven days’ interval 
between each, and repeats the course after one month’s 
rest. Through the courtesy of Colonel Lambkin I was 
privileged last December to see the technique and effect of 
this treatment at the Rochester Row Military Hospital. 
His results were very striking. 

Only in exceptional cases have I felt justified at this 
stage in employing the remedy, but I have done so in 
5 cases, in 4 of them with marked benefit. The 
fifth case is one of general paralysis, and this, too, shows 
improvement. 


The first is one already alluded to (H. G.) in speaking of 
relapsing chancre. This recurred notwithstanding intra- 
muscular treatment with grey oil, but the chancre disappeared 
under one course of injections of atoxylate of mercury. 

The second case, also already mentioned, was a man (A. B.) 

with  coppery squamo-papular eruption all over his body, 
throat implications, and enlarged glands; about to marry. 
He is improving most strikingly under a course of mercury 
atoxylate. 
_ The third case is that of a gentleman under treatment by 
intramuscular injections of grey oil for eight months, who 
developed a very extensive papulo-squamous eruption on the 
back, which neither potassium iodide nor Fowler’s solution 
given at the same time asthe injections appeared to benefit. 
It cleared up entirely during one course of mercury atoxylate. 

The fourth case is one of very severe secondary syphilis, in 
which the throat was sloughing, an angry spreading sore 
existed, and the patient was cachectic and ill. He has 
improved rapidly under a course of the mercury atoxylate. 


The mercury atoxylate has a wonderful immediate 
effect on intractable symptoms, and so far I have noticed 
no ill effects. Further experience will show if it confers 
equal future benefits. These new remedies should not be 
abandoned because of untoward accidents alone. The 
early employment of mercury caused many calamities, 
but it has outlived opposition. We should rather redouble 
our efforts and caution and strive to appreciate the class 
of case in which these new drugs can be administered 
— additional benefit, and how they can be given without 

arm. 

My experience with the intramuscular injection of the 
soluble salts of mercury is limited to their administration 
to patients temporarily resident in Manchester, but under 
the care of foreign specialists. They appear to cause more 
pain md depression, and to be less effective in the removal 
of symptoms, than the methods already described. 

Mercurial inunctions alone and in combination with 
»otassium iodide have often served me well, especially in 
“melting away” those large abdominal masses (called 


_* Messrs. Oppenheimer and Son have procured the mercury atoxylate 
from the German firm and put it up for me in aseptules ready for use 
with Lambkin’s cream basis. They assure me that if the aseptules 
are not tampered with, and if they are kept in a dark place, there is no 
fear of decomposition. 


tuberculous, but which I regard as oftener due to 
hereditary syphilis) so frequently seen in children. It ig 
however, a dirty and, if skilfully carried out, an expensive 
performance. 

Potassium iodide is a drug we could not do without, 
Numbers of cases of secondary syphilis respond to itg 
influence which resist mercurial treatment when given 
alone. Its value in the absorption of large specific masses 
is incontestable. 


In 1898 I saw a young man, aged 22, who had been in the 
Royal Infirmary under the late Dr. Thomas Harris and dis- 
charged as incurable with a growth in the right chest. He wag 
breathing almost entirely with his left lung—the right percus- 
sion note in front and behind being absolutely dull—with almost 
inaudible breath sounds, and no fluid. His right arm was 
oedematous and veins engorged. In a few months, under 
rapidly increasing doses of potassium iodide and mercury, 
the whole malady disappeared. He had not had syphilis 
himself, but there were reasons to assume hereditary eyphilis, 


I showed this man subsequently to Dr. Harris, and he 
was much impressed. Many other successful cases could 
be cited, especially one of large liver gummata, and 
another lung mass, which responded to treatment by 
iodide. In some cases the potassium or sodium iodide 
agrees badly; in these iodipin, an iodized oil, is a valuable 
substitute. It is prepared in two strengths—1l0 per cent. 
and 25 per cent. It can be given intramuscularly—or by 
the mouth in the form of capsules, tablets, or in milk. It 
is well tolerated, and my results justify the reputation 
that it has earned in other hands. 
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OF 


THE symptoms sometimes associated with gastroptosis are 
those common to several other affections of the stomach. 
Hence the diagnosis rests on physical examination and on 
a process of exclusion, the culminating point of which is 
in some cases an exploratory laparotomy. 

The patient suffers from severe chronic dyspepsia, often 
of long standing. In two of my cases the symptoms have 
lasted twenty years, in one for twelve, and in two for ten. 
There is flatulent distension, a sense of fullness, and pain 
after food referred to the epigastrium and sometimes 
radiating under the right costal margin and to the scapula. 
The pain comes on at various periods after food, usually 
early, but occasionally after a longer period, even up to 
three or four hours. Vomiting is often present, and, in 
exceptional cases, is incessant. The symptoms may be 
more or less persistent, but commonly the sufferer is 
subject to periodic attacks or exacerbations of the 
symptoms which lead to their admission to hospital on 
several separate occasions. The pain is prone to be made 
worse by standing or walking about after a meal. During 
the exacerbations there is in some cases superficial 
and deep tenderness over the epigastrium. The diet 
is usually, by force of circumstances, restricted. Meat is 
often avoided and the worst cases restrict themselves to 
milk, eggs, and such light diet in small quantities. Haema- 
temesis is present frequently; it existed in nine, and 
perhaps ten, out of my twenty cases. In seven of these it 
was considerable in amount—a teacupful or more; excep- 
tionally, it was frequent and small in quantity. The 
following cases are good examples: 


Mary C., aged 46, suffered from pain, usually four hours after 
food, which was relieved by vomiting. She had repeated 
attacks of haematemesis ‘‘in large amounts’? twenty years, 
seven years, and one year and nine months before admission 
respectively. 

Emily S., aged 23, dairymaid. In 1907 she began to suffer 
after food with attacks of pain, which passed through to the 
back, also with nausea and flatulence. Six months later she 


* Read before the Medical Society of London. 
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prought up blood, and next day the motions were dark. In 
January, 1909, she brought up a teacupful of blood; in May, 
1909, she vomited a tablespoonful of blood on several occasions. 
Free HC1.0.07 Total acidity 56. 


I cite this case as the haematemesis was verified by her 
medical attendants. Another patient, aged 32, informed 
me that on two occasions she had vomited as much asa 
quart of blood. The free HCl in this case was 0.05 per 
cent. Total acidity 23. 

The cause of the haemorrhage I do not pretend to ex- 
plain. Possibly in some cases it is toxic. in others due 
to rupture during vomiting of minute dilated capillary 
veins 1n the mucous membrane of the stomach; for on two 
or three occasions, on examining the interior of the 
stomach with a speculum, I observed small red points 
(looking like dilated venules) towards the cardiac end which 
bled readily on being touched with a sponge. Possibly 
when the stomach is prolapsed the venous return is 
slightly impeded, for the course of the coronary vein is 
rendered more vertical. I feel tolerably certain that 
the haemorrhage in these cases did not depend on 
ulceration, for in 8 of the cases with haematemesis 
not only were the external surfaces of the stomach care- 
fully examined, but its interior was also examined with 
a speculum and sometimes with the finger. In no 
case was an ulcer found — except, perhaps, in that 
of a man aged 42; at a point on the lesser 
curvature a small, very superficial erosion 1} to }in. in 
diameter was observed. It looked as if a portion of the 
sodden mucous membrane had been detached by the 
speculum ; and this is the more likely as he had had no 
definite haematemesis or melaena. On occasions, how- 
ever, the vomit had been of a chocolate colour. 

In the later stages of the malady the stomach may 
become dilated. Among my cases dilatation was noticed in 
three, and in one of these lavage showed definite gastrec- 
tasis. Evidence of delay in emptying the stomach was 
obtained by the use of iodopin, but this was only employed 
in a few cases. For example, in one case the reaction 
after administration of iodopin was obtained in three 
hours before the operation; and sometime after the opera- 
tion in one and a half hours. In another case, before 
operation no reaction was obtained after an interval of 
three hours, and shortly after operation in one and a half 
hours. Ths bismuth test I have not yet tried. 

At the operation the pylorus appeared in several in- 
stances to be suddenly bent upon itself, or kinked. The 
mechanism of this can be readily understood. The im- 
mediate cause of the gastroptosis is stretching and thinning 
of the gastro-hepatic omentum. This yielding is least at 
its right edge where it is thicker and reinforced by the 
common bile duct, hepatic artery, and portal vein lying 
within it. Consequently while the stomach sags dcwn 
the pylorus is held up nearly in its normal position, 
and a sudden bend occurs on the inferior surface 
of the pylorus. The mechanical disability in emptying 
tself, entailed by the altered position of the stomach, is in 
some cases accentuated by spasm of the pylorus, which I 
have observed on the operating table in at least 3 cases. 
It is, therefore, not surprising that in long-standing cases 
- awe walls yield and become atonic, and the organ 
ilates, 

It may be noted that in some cases the stomach, in 
contradistinction to being dilated, is of an elongated tubular 
shape. This is perhaps one reason that many patients 
= gastroptosis can only take a very little food at a 

me. 


Differential Diagnosis. 

_It is not my intention to enter fully into the differential 
diagnosis of gastroptosis, which offers many difficulties 
. ag other abnormal conditions being often associated 

1 

Gastric Ulcer.—Anything like a full consideration of the 
differential diagnosis of gastroptosis from gastric ulcer 
would occupy much time, and in the end would, I venture 
to think, be unsatisfactory. For the symptoms associated 
with gastroptosis are in some instances so like those of 
gastric ulcer that the latter can only be excluded by a 
laparotomy. _ Allusion has been made to the frequency of 
haematemesis—that is, in nearly 50 per cent. of my cases. 
Pain and vomiting after food, superficial and deep tender- 
ness over the epigastrium, and hyperasthenia of the skin 
to the right of the lower dorsal spines may in exceptional 


cases be present. An important point of distinction is 
that the acidity in gastroptosis is rarely increased, and is 
sometimes low. Free hydrochloric acid was in one or two 
cases of long standing entirely absent. When a youngish 
woman is referred to me with suspected gastric ulcer whose 
acidity is at or below normal, I always examine carefully 
for gastroptosis, especially if the lower part of the thorax 
is elongated and narrow. These cases form a distinct 


type.” 

Movable Kidney.—Mobility of the right kidney was 
present in three of my cases—that is, 15 per cent. 

One patient, with indigestion of twenty years’ standing, 
haematemesis to a pintand a half, and melaena, had gastropexy 
performed first. Her stomach symptoms were relieved, but 
she returned later with right kiduey pain. Nephropexy was 
followed by a complete return to health, which has lasted to 
the present time—that is, four years. 

A second patient has been relieved of stomach symptoms by 
gastropexy. The right kidney was examined at the operation, 
but could not be moved. Now, eight months after the opera- 
tion, she has definite renal pain, and the fingers can be 
insinuated above the right kidney. 

A third case had suffered with indigestion fer three years, and, 
on account of pain, her diet had been reduced to eggs and milk. 
The right kidney was freely movable. She has been cured by 
gastropexy. The kidney is still movable, but produces no 
symptoms. 

When movable kidney and gastroptosis are associated it 
is advisable to attack first the organ causing apparently 
the most trouble. If necessary the second organ can be 
dealt with later. 

Cholelithiasis—This was suspected in a not incon- 
siderable proportion of my cases, but in only one of the 
series were gall stones actually found. To clinical 
observers the ready simulation of cholelithiasis by the 
gastric symptoms of gastroptosis will at once become 
apparent by reference to the altered form and position of 
the liver as a result either of contraction of the thoracic 
walls or of yielding of the abdominal muscles. A Riedel’s 
lobe is frequently present, which may be mistaken for 
or be supposed to cover a distended gall bladder. The 
liver itself may be displaced downwards owing to stretch- 
ing of its suspensory ligaments. lvidence of tenderness 
over the gall bladder on deep inspiration is of course 
absent. 

Jaundice may, however, be caused apart from _chole- 
lithiasis. It may be due to a gastric catarrh spreading to 
the duodenum or apparently to stretching of the common 
duct by the drag on the gastro-hepatic omentum. The 
following case is an example: 

Matilda R., aged 30, suffered with epigastric pain twenty 
minutes after food. Early in 1909 she bad several acute attacks 
of abdominal pain, with vomiting and either constipation or 
diarrhoea. A second attack which lasted three weeks was 
accompanied by icterus. She subsequently had several attacks 
lasting two to three days each with icterus. A diagnosis of 
gastroptosis with (?) gall stones was made by my colleague 
Dr. Bertrand Dawson, and in this I concurred. The edge of the 
right lobe of the liver was prolonged downwards, and the 
pancreas could be felt above the lesser curvature. At the 
operation the lesser curvature of the stomach was found at a 
level with the umbilicus, and the gall bladder and bile ducts 
were natural. A Riedel’s lobe was present. 

In such a case of extreme gastroptosis it is quite pos- 
sible that the common duct was narrowed as well as elon- 
gated by stretching. Nine months after gastropexy she 
stated that she “felt very well; just a little pain and 
indigestion, but nothing to speak of.” There had been no 
return of icterus. 

Hepatoptosis.—In only two cases was the liver so low 
that it was thought necessary to fix it by sutures. One 
patient on whom Beyea’s modified gastropexy was per- 
formed was quite well four years later; in the other case 
Duret’s operation was done. 


Physical Signs. 

The position of the stomach is recognized by the 
fullness at and just below the umbilical region, flattening 
of the epigastrium, and by palpation and percussion, with 
or without inflation. In well-marked cases the pancreas 
is easily felt above the lesser curvature. It may be noted 
that gastroptosis may be overlooked and mistaken for 
dilatation of the stomach owing to prolongation down- 
wards of the free edge of the left lobe of the liver. ‘The 

‘ Writing of the virginal type, Rovsing says: “It is this charac- 
teristic group of cases of gastroptosis (exhibiting innumerable stomach 


symptoms) which come to me with a diagnosis of ulcer or of 
carcinoma ventriculi,”’ 
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lesser curvature in such a case may be situated just above 
this free edge, and it is assumed erroneously that the dull- 
ness above this point—that is, in the costal angle below the 
ensiform cartilage—is entirely liver dullness, whereas the 
stomach is not lying deep to the liver, but is really con- 
siderably lower than natural. I have traced the source of 
this error on the operating 
table. 


Surgical Treatment. 

Terrier and Hartmann 
and Rovsing recommend 
the employment of trusses 
or belts in certain cases. 
The latter orders them in 
cases of gastroptosis occur- 
ring in older women from 
stretching of the abdo- 
minal parietes by repeated 
pregnancies. I have only 
prescribed trusses in one 
or two cases, and there- 
fore have little experience 
of their utility. 

It may here be noted 
that Rovsing! draws an 
absolutely sharp line of 
distinction between two 
types of enteroptosis, or, 
as he rightly prefers to 
call it, splanchnoptosis. 
One type he terms vir- 
ginal, since it occurs in 
women who have not been 
pregnant, and whose abdo- 
minal walls are strong. It 
is produced by alteration in form and constriction of the 
lower part of the thorax and waist by pressure of the 
corset and of waistbands. 

The second type occurs in multipara whose abdominal 
walls have become relaxed and hanging by pregnancy, 
and in whom the intra abdominal tension is diminished. 
“The symptoms in the latter group are mostly in- 
significant, and as a rule can be completely relieved by a 
good abdominal 
belt, of which 
one is figured by 
Rovsing ;__ but 
exceptionally 
operation is re- 
quired for 
severe and per- 
sistent pain 
and wasting. 
On the other 
hand, in the 
virginal type 
the symptoms 
are usually 
associated with 
much pain; the 
diagnosis is 
difficult on ac- 
count of the 
variability of 
the symptoms 
and the diffi- 
culty of palpa- 
tion, owing to 
the rigidity of 
the abdominal 
walle. Opera- 
tive treatment 
is usually re- 
quired. This 
group includes 
the majority of 
the cases. 
Nephroptosis or movable kidney exists alone, seldomer 
gastroptosis alone, and still more seldom nephroptosis 
and gastroptosis. Gastroptosis is always associated with 
falling of the colon, seldomer with hepatoptosis.” 

The causes of splanchnoptosis are well known to British 
surgeons, especially by the writings of Arthur Keith. 


_Fig. 1.— First stage. Condi- 

tion on opening abdomen with 
liver in position. a, Liver; B, 
small omentum ; c, stomach ; 
D, unibilicus. 


_ Fig. 2—Second stage. Condition when liver 
is turned up. Liver held up and partially 
covered by gauze. A, Round ligament; B, quad- 
rate lobe; c, gall blsdier; Db, umbilicus; 


E, liver—left lobe: F, transverse fissure ; 
G, small omentum, very much thinned; 
H, pancreas seen through small omentum; 
J, stomach; kK, lesser curvature 1 in. above 
umbilicus ; P, pancreas. 


But Rovsing deserves the credit of having pointed out the 
clinical importance of the differentiation into types. For 
convenience I have treated the subject mainly from the 
point of view of gastroptosis, and have made no attempt 
to separate 
my cases 
into the two 
groups. In 
tact, the 
preceding 
portion of 
this article 
was com- 
piled from 
the notes of 
my cases 
before I had 
read Rov- 
sing’s ex- 
haustive 
article. As 
far as can 
be judged 
from _ the 
data of 
the notes, 
among my 
20 cases 12, 
and pro- 
bably more, 
were of the 
virginal 
type, 6 the 
multiparous 
type, 1 doubtful, and 1 patient was a male. It is, how- 
ever, difficult to draw a hard and fast line of distinction, 
for a woman with nascent or partially developed virginal 
gastroptosis would almost certainly be made worse by 
pregnancy; and I have seen such cases. 


Fig 3.— Third stage. Sutures in position. 
A, Liver; B, junction of gastro-hepatic omentum 
with liver. 


Operative Treatment. 

The stomach is suspended by its suspensory ligaments, 
the gastro-hepatic omentum and the gastro-phrenic liga- 
ment, attached below respectively to the lesser curva- 
ture and to the left of the oesophagus. The remainder of 
the organ is practically free. Any operation for the cure 
of gastroptosis should not violate this condition of freedom, 
otherwise the motility, together with the expansion and 
contraction, of the stomach are likely to be impaired; or 
the patient may suffer inconvenience from adhesions 
resulting from the operation. Many of the operations 
devised have for their actual object the formation of 
adhesions between either the anterior wall of the stomach 
or the 
lesser or 
greater 
omentum 
and the 
anterior 
a bdomi- 
nal wall. 
They are 
there- 
fore to a 
greater 
or lesser 
degree 
open to 
the above 
men - 
tioned 
theoreti- 
cal objec- 
tion. 

Duret, of Lisle, first performed the operation of gastro- 
pexy in 1894, suturing the lesser curvature of the stomach 
to the anterior abdominal parietes just below the ensiform 
cartilage. This procedure would be impracticable in 
many cases owing to the position of the left lobe of the 
liver. Davis modified this by attaching the lesser 
omentum to the parietes. Coffey suspends the stomach 
by attaching the great omentum, 1 in. below the greater 
curvature, to the abdominal parietes by a series of 
chromicized catgut sutures. 


Fig.4.—Fourth stage. 
shown in Fig. 3 now tied. 


Liver turned up, Sutures 
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Rovsing’s operation aims at attaching the anterior wall 
of the stomach to the anterior abdominal wall. Three 
silk sutures, running parallel to each other in a horizontal 
direction, are carried through the serous coat of the 
anterior wall of the stomach; the highest is 1 cm. below 
the lesser curvature, and the other two are placed below it 
22cm. apart, so that the greater curvature and the lowest 
one-third of the anterior surface of the stomach remain 
free. The ends of the threads are carried on both sides 
through the whole thickness of the abdominal wall and 
fixed over glass plates. After three or four weeks 
the sutures are removed. By this means an “extra- 
ordinarily sure, solid and wide fixation of the stomach” 
+o the parietes is obtained. Notwithstanding this wide 
adhesion the results of his operations have been very 
satisfactory. 

Theoretically the procedure of Beyea complies with the 
required indications. Briefly, it consists in shortening the 
gastro-hepatic omentum by means of reefs; three rows 
of interrupted silk sutures are introduced so as to form 
a series of three plications in this membrane. Unfor- 
tunately the practical carrying out of Beyea’s proce- 
dure is rendered impossible owing to the extreme tenuity 
of the gastro-hepatic omentum in the great majority of 
cases. . 

I can only call to mind one case in which the opera- 
tion as described by Beyea could have been carried out. 
The membrane is usually so thin in its lower two-thirds 
that it will hardly bear touching with forceps, much less 
suturing. Even if the membrane were capable of being 
sutured in the manner prescribed it would almost cer- 
tainly yield subsequently. NRovsing’s experience coincides 
with my own in regard to the thinness of the gastro- 
hepatic omentum. 

Since 1905 I have in suitable cases performed a modifica- 
tion of Beyea’s procedure, which can be carried out without 
difficulty, and which has given satisfactory results. It was 
‘described by me in a clinical lecture on the surgical treat- 
ment of gastroptosis.? 

Return of the displacement certainly does not occur 
after it, for I have examined a good many of my cases at 
considerable periods after the operation, and have never 
found the greater curvature of the stomach at a lower level 
than two fingerbreadths below the costal margin in left 
nipple line. 

The operation is performed as follows: 

A sandbag is placed beneath the lower part of the 
thorax as for operations on the liver; the abdomen is 
opened to the left of the middle line (Fig. 1), and the liver 
well raised and held up by an assistant, the lesser omentum 
‘eing thus fully exposed (Fig. 2). If the thorax is very 
long and narrow a head lamp is advisable. The stomach 
is suspended by four or five interrupted silk sutures 
passed above through the upper part of tho gastro- 
ra omentum and below through the lesser curvature 

ig. 3). 

Advantage is taken of the fact that the gastro-hepatic 
omentum close to its attachment to the diaphragm and 
transverse fissure of the liver is much thicker than lower 
down near its attachment to the stomach; but if the 
whole membrane is equally thin the sutures are passed 
above through the liver substance itself, just anterior to 
‘the transverse fissure. This is rarely necessary. Below, 
the sutures are carried through the serous and muscular 
coats of the stomach just in front of the attachment of 
the lesser omentum, the vessels, of course, being avoided. 
The suture furthest on the right is not placed quite up 
to the pylorus, in order that when the sutures are tied 
(Fig. 4) the pyloric end of the lesser curvature may be on 
4 slightly lower Jevel than the portion on the cardiac side. 
A very long needle- holder is required in passing the sutures 
‘above under the diaphragm. 

Posterior gastro-jejunostomy has also been performed 
‘fcr gastroptosis. It is not, in my opinion, a suitable opera- 
tion for uncomplicated cases. In the absence of ulcer or 
stricture of the pylorus, the indications for the formation 
of an artificial opening between the stomach and the 
jejunum do not usually exist in gastroptosis; and the 
‘operation of gastro-jejunostomy is certainly a more severe 
‘one than that of 

_ Nevertheless, I have selected the operation of gastro- 
jJejunostomy in cases of gastroptosis where the stomach 
‘Showed considerable dilatation and atony; and also in 


certain cases where repeated haematemesis and incessant 
vomiting were marked features. 

Up to the end of February this year I have operated on 
20 consecutive cases of well-marked gastroptosis. In 
1l cases the method of gastropexy described above was 
performed. This may be termed a modified Beyea’s 
operation. In 7 cases gastro-jejunostomy, and in the 
2 earliest cases Duret’s operation, were carried ont. All 
recovered from the operation. 


REsvutts. 

Gastropexy.—Of the 11 cases 2 have only recently been 
operated on, but were relieved of their symptoms while in 
the hospital. One was quite well twelve months after the 
operation, but must be excluded because calculi were 
removed from the common bile duct at the same time that 
gastropexy was performed, and the symptoms were 
probably largely due to cholelithiasis. 

Another patient became melancholic shortly after the 
operation, was sent to an asylum, and has since been lost 
sight of. This leaves 7 cases. Of these, 6 were com- 
pletely cured ; 3 of them reported themselves between one 
to four years after operation, and 3 between three and 
nine months afterwards. The remaining patient, operated 
on thirteen months ago, was a neurasthenic maid servant, 
aged 32. She was quite well for some time after the 
operation, but returned to hospital at the end of a year 
owing to occasional vomiting and return of pain; but her 
symptoms entirely subsided while she was in the hospital, 
and she was able to take ordinary food. Before the opera- 
tion the iodopin reaction was obtained in three hours, and 
twelve months after the operation in one hour and a half, 
indicating that the motility of the stomach had improved. 

Gastro-jejunostomy.—Seven cases were treated by 
this method, and they were mostly my earlier ones. 
In 3 of them there was dilatation of the stomach 
in addition to gastroptosis, and 2 of these had also 
haematemesis. In 3 other cases haematemesis was 
a conspicuous symptom. Three of the patients were 
definitely neurasthenics, but gastro-jejunostomy was 
performed because in 1 case there was distinct dila- 
tation and in the 2 others incessant vomiting with 
haematemesis. Of the 7 cases 4 were cured; of these, 
2 reported themselves twenty months and seven years 
respectively after the operation, and 2 eight and three 
months respectively. The 3 remaining cases (all neur- 
asthenics) were slightly improved. Noneof the cases with 
haematemesis had any recurrence. In fact I have not yet 
seen recurrence of haematemesis after gastro-jejunostomy. 
The stoma of the gastro-jejunostomy probably acts as a 
safety valve and prevents the distension of the stomach 
by flatulence, which is one of the chief causes of the 
haemorrhage. The 2 cases treated by Duret’s method 
were improved at first, but ultimately relapsed more or 
less completely. In 1 of them gastropexy was subse- 
quently performed with excellent results. 

My conclusions are, that an operation on Beyea’s plan, 
as modified above, is indicated in the majority of cases of 
gastropexy which are not amenable to medical treatment. 
Gastro-jejunostomy should be avoided, but may be 
necessary in certain cases of gastroptosis with dilatation 
and atony, and when haematemesis is present. 


REFERENCES. 
1 Sammlung klinischer Vortriige, Chirurgie, No. 120, 1606. BRITISH 
MEDICAL JOURNAL, April 7th, 1906. 


LORD BEACONSFIELD once, speaking in a political sense, 
sounded to all voters the trumpet call, ‘‘ Register, 
register!’’ We seem to be nearing a time when the same 
cry Will be addressed to every one whose occupation may 
have any possible influence, however slight and indirect, 
on the public health. An ordinance is said to have been 
recently introduced before the Board of Aldermen of 
Atlanta, Georgia, providing for the registration and regular 
physical examination of all laundresses and washerwomen 
in the city. Any person doing laundry work without a 
certificate of such examination will be liable to fine or 
imprisonment. By this means it is expected to diminish 
the transmission of tuberculosis, small-pox, and other in- 
fections from house to house. A similar provision is 
reported to be working well in Macon, Georgia. But if 
laundresses are to be registered, why not seamstresses, 
tailors, and hairdressers ? , 
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BY 
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I propose to deal only with the general principles which 
should guide one in the treatment of gastroptosis, for, if 
these are agreed to, the details will follow as a matter of 
course. 

The first point upon which it is necessary to lay 
emphasis is that gastroptosis is not really in itself a 
disease, and in many cases calls for no special treatment. 
It must have happened to every one present to discover 
the existence of displacement of the stomach in the course 
of the routine examination of a patient who has made no 
complaint of gastric symptoms. It will be found, I think, 
in such cases that the dislocation of the stomach has been 
induced, so to speak, accidentally--most often, perhaps, 
as a result of weakening of the abdominal wall in conse- 
quence of repeated child-bearing. It is true that in a case 
of this sort there may be a greater or less degree of 
* pendulous belly” which may cause some mechanical 
inconvenience ; but, apart from that, and assuming the 
patient to be otherwise vigorous, there need be no 
te which can be directly referred to the 
abdominal organs. 

I have said that in these cases gastroptosis demands no 
special treatment, but I believe I might go further and 
state that in no circumstances does mere displacement of 
the stomach, considered by itself, make such demands, and 
that it is only because of its tendency to be associated 
with two other morbid conditions that gastroptosis comes 
within the cognizance of the physician at all. These 
morbid conditions are (1) a general state of neurasthenia, 
and (2) functional disorder of the stomach and intestines. 
A word or two must be said about the relation to gastro- 
ptosis of each of these common concomitants. 


Relation of Neurasthenia to Gastroptosis. 

Every one will allow that in many, perhaps most, cases 
of gastroptosis the patient exhibits the general symptoms 
and signs of neurasthenia, but as to whether the gastro- 
ptosis causes the neurasthenia or vice versa, there is by 
no means the same measure of agreement. 

According to some, displacement of the stomach is 
merely one of the stigmata of neurasthenia—the outward 
and visible sign of an inward constitutional state. 
is, perhaps, the chief exponent of this view, and he has 
labelled the constitutional state referred to by the special 
name of “ morbus asthenicus ” and has given an elaborate 
description of the features by which it can be recognized. 

In the view of others displacement of the stomach is 
itself a cause—and, indeed, in the eyes of some enthusiasts 
the chief cause—of neurasthenia. There is perhaps some 
truth in both views, and the gastroptotic patient may be 
one condemned to revolve in a vicious circle—the dis- 
placement of his stomach favouring (in ways immediately 
to be described) functional dyspepsia, and the dyspepsia 
leading to impairment of nutrition and nervous exhaus- 
tion, which in its turn perpetuates the dyspepsia, and 
lessens the tone of the abdominal muscles which should 
support the stomach. We have thus established a chain 
of cause and effect, which proceeds on the lines of the 
fable which describes the House that Jack Built. Be this 
as if may, there can be no doubt that in the majority of 
cases the treatment of gastroptosis resolves itself largely 
into the treatment of a condition of neurasthenia. 


Relation of Functional Dyspepsia to Gastroptosis. 

Just as patients who exhibit gastroptosis usually show 
also the signs of nervous exhaustion, so are they prone to 
suffer in addition from functional disorders of the 
stomach. But we have already seen that the mere dis- 
placement of the stomach does not by itself necessarily 
interfere with the normal discharge of its functions, and 
hence the conclusion seems justified that the dyspepsia is 
in the main the result of the condition of the nervous 


* Read before the Médical Society of London. 
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system. This need not surprise us, for every one knows 
how prone neurasthenia is to result in gastric derange- 
ment even when the stomach occupies its normal situation, 
As has been hinted above, however, it is possible that this. 
does not cover the whole truth of the matter. It is at 
least possible that the fact of the stomach being out of 
place favours, if it does not actually cause, some inter. 
ference with the performance of its functions. It js 
unlikely that this should be the case as regards disorders. 
of secretion, but it is at least conceivable that displace- 
ment offers some mechanical hindrance to the due per- 
formance of the function of motility. Various modes in 
which this may happen have even been specified, such ag 
the occurrence of a hypothetical kinking at the pyloro- 
duodenal junction, or one is told that there must be a. 
difficulty in the organ emptying itself uphill. For my own 
part, I do not attach much weight to these imaginings, and 
am inclined to agree with those who would attribute the 
disorder of function met with in gastroptosis to the. 
accompanying neurasthenic state rather than to the mere 
fact of displacement. At all events it is quite certain 
that functional dyspepsia is a common concomitant of' 
gastroptosis, and may call urgently for treatment, and it. 
therefore becomes of importance to state in rather more 
precise terms what forms the functional disorder usually 
assumes. 

On this point, fortunately, it is possible to speak witla 
some degree of confidence, and one may say without 
hesitation that the functional disorders most commonly 
associated with gastroptosis are disturbance of motility on 
the one hand and of secretion on the other, and, further,, 
that both disorders often coexist. 

The disturbance of motility takes the form of impair- 
ment of gastric “‘ tone ” and an enfeeblement of expulsive: 
power. It is, perhaps, advisable to state rather more: 
precisely what one means by “tone.” I imply by it the 
power of the stomach to “grasp” its contents in such a. 
way as to maintain the intragastric tension at a constant. 
level. The mechanism by which this is brought about is. 
not fully understood, but I believe that it is usually im- 
paired in cases of gastroptosis. Hence the occurrence of 
splashing. The diminution of expulsive power is shown 
by some degree of delay in the onward passage of the 
contents of the organ, but it is noteworthy that careful 
observations have shown that this never amounts to 
actual stagnation.? The bearing of this on treatment will 
be seen later. 

The disturbance of secretion usually takes the form of 
an over-production of acid; more rarely one meets with 
hypochylia, or even complete achylia. 

Although these are the chief forms of functional defect 
met with, it must be noted that a displaced stomach is apt 
also to be hyperaesthetic, and, further, that the functional 
defects may be accompanied by, or even lead to, actuad 
organic disease, of which chronic gastritis is the chief. 


Treatment. 

From these preliminary observations it will be seep 
that the treatment of gastroptosis is a complicated matter, 
and resolves itself usually into three branches: first, and 
of most importance, the treatment of a general condition 
of neurasthenia; secondly, the remedying of any func- 
tional disorder of the stomach which may happen to be: 
present; thirdly, and of least importance, the correction, 
so far as is possible, of the malposition of the organ. — 

In the remainder of this paper I propose to deal briefly 
with the principles to be observed in carrying out each of 
these lines of treatment. 


The Treatment of the Newrasthenic State. 

In the treatment of the neurasthenia, which accom- 
panies if it does not underlie most cases of gastroptosis, 
our most effective means is a well-planned rest cure. Our: 
object must be to improve nutrition, or, in the words of 
Weir Mitchell, to make fat and blood. At the outset one 
a priori objection to this plan must be faced. To improve 
nutrition the patient must be overfed; but will his: 
debilitated stomach permit of this being done? Is there 
not a danger of over-distending it and of increasing any 
atonic dilatation which may be present? In practice 
I do not think this objection holds. Provided the feeds be 
not too large and the food suitably selected and prepared, 
such a result need not be feared; and as the genera) 


— 
= 
' 
i 
/ 


May 7, 1910.] 


PRINCIPLES OF TREATMENT IN 


GASTROPTOSIS. TI03 


[ Tae Briris# 
Mepicat JouBNaL 


tone” of the patient improves one finds that the 
digestive power improves pari passu. Furthermore, one 
finds that patients with gastroptosis who suffer great 
digestive discomfort whilst they are going about lose 
most of their symptoms so soon as the recumbent posi- 
tion is adopted, and have no difficulty in managing a full 
diet. Per contra there is, I am sure, a real danger in cut- 
ting down the diet in these cases in order to quiet the 
complaints of the stomach. By so doing one merely sup- 
presses a@ symptom whilst really aggravating the com- 
plaint, for the consequence of such a course is that the 
nutrition becomes still further impaired and the neur- 
asthenic state exaggerated. Here, as always, in pre- 
scribing dietetic rules one must not sacrifice the whole 
body for the sake of any one member of it, or, in other 
words, one must diet the patient and not the disease. 

Of the accessory measures in the rest cure—massage 
and electricity—most importance, I think, is to be 
attached to massage. It has a threefold use. It pro- 
motes general nutrition and the laying on of fat; it 
improves gastric and intestinal tone, and it strengthens 
the abdominal wall—all of which are cardinal objects 
of treatment. The help of electricity can, in my judge- 
ment, be dispensed with, but to this point I shall return 
again. 

— the use of drugs in combating the neur- 
asthenic state there is little to say; the bromides are 
perhaps the most generally useful, and wili usually be 
called for at some period in the case. Strychnine, though 
often ordered, is frequently injurious. Of such agents as 
the hypophosphites and glycerophosphates I have a low 
opinion. Iron may be helpful if there is pronounced 
anaemia, but that is an exceptional occurrence, and the 
state of the digestion will not always permit of its 
exhibition. In such cases arsenic may come to our 
assistance. 


The Treatment of any Functional Disorder of the 
Stomach which may be Present. 

I have put the treatment of the condition of “ asthenia” 
Grst in describing the management of gastroptosis because 
I believe it to be far the most important. To be successful 
one must concentrate one’s attention on the patient and 
not on his stomach, but if, incidentally, one can do any- 
‘thing to relieve any disorder of gastric function which may 
be present, so much the better. We have seen that these 
may be of three sorts: (1) Impairment of motility and 
‘tone, (2) disorder of secretion, (3) increase of sensibility. 

A word or two will suffice to indicate the principles to 
‘be observed in the treatment of each of these disorders. 

In ameliorating the general asthenic condition of the 
patient by a rest cure we are already doing much to 
correct any loss of tone or motility in the stomach. This 
has been already indicated, so I need not stop to labour 
‘the point. There is experimental evidence also that 
massage of the stomach stimulates its movements and 
so aids its motility. As to the value of electrical means, 
{ am not convinced. I believe that there is no satis- 
factory evidence that the application of electricity to the 
abdominal surface has any effect upon the stomach at all, 
but if any form of it is to be tried the sinusoidal current 
is probably that which offers the best chance of success. 
Drugs also, contrary to what might be expected, are 
probably of little help. We stand much in need of some 
drug which will act upon the musculature of the stomach 
in the same specific way as digitalis does upon that of the 
heart or ergot upon that of the uterus. Physostigmine is 
perhaps the one from which, on pharmacological grounds, 
most might be expected in this direction, but its use is open 
to practical objections, and it has never been generally 
adopted. Strychnine may possibly increase the tone of 
‘the stomach as it does that of most unstriped muscle, 
but the results it yields are not brilliant, and its action 
upon the nervous system is sometimes disadvantageous. 
I am not sure that aloes has not a stimulating effect 
upon the movements of the stomach, as it has upon those 
of the colon. I have an impression that it has, but it is 
‘difficult to adduce any convincing clinical evidence of such 
action,and I am not aware whether it has been tested 
‘experimentally, 

The means to be adopted in the correction of disorders 
of Secretion in cases of gastroptosis differ in no respect 
from those in use in ordinary cases of functional dyspepsia. 


Oversecretion is, as has been pointed out, the commonest 
fault, and is to be met by the free administration of fats 
and by the judicious use of bismuth and the earthy car- 
bonates. The bromides are also of service here, as they 
seem to deaden the reflex excitability of the stomach. 

In the rarer cases in which diminished secretion or even 
complete achylia is met with it may be necessary to limit 
the amount of meat in the diet, or, at all events, to 
present it only in a finely divided form, and some help 
may be obtained from the use of artificial substitutes for 
the gastric juice, such as hydrochloric acid or acidol. The 
administration of pepsin is, however, in my opinion, of 
doubtful utility. 

In the treatment of hyperaesthesia of the displaced 
stomach there is no measure, I believe, equal in value to 
the use of local moist heat in the form of poultices or 
fomentations, and whenever there is general epigastric 
tenderness such means may be usefully employed during 
the first week of the rest cure. Gastric sedatives, such as 
bismuth, bromides, chloroform, and even, in extreme cases, 
opium, are also of service here. Should the disorder of 
function have induced or be complicated by some degree of 
gastritis, as evidenced by a foul tongue, impairment of 
appetite, and nausea, it is advisable, before treating the 
underlying disorder of secretion or motility to allay the 
catarrhal symptoms. The diet in such circumstances 
should consist of milk only, and judicious use should be 
made of those well-tried drugs—mercury and rhubarb. 

I have said nothing so far of the treatment of the dis- 
orders of intestinal function which may complicate a case 
of gastroptosis, but a few words on this important matter 
may not be out of place. Constipation is the condition 
with which in the great majority of cases one has to deal. 
This is due to several factors. In part it is the conse- 
quence of the spare diet on which the patient has usually 
been living when he comes under treatment; in part it is 
no doubt due to diminished power of peristalsis, but in a 
large degree it is not a true constipation, but what Dr. 
Hertz calls a condition of “‘dyschezia,” or difficult defaeca- 
tion, the result of a defective power of expulsion which the 
enfeebled abdominal wall entails. 

So soon as the patient is receiving a full diet the first of 
these factors is abolished; abdominal massage contributes 
to overcoming the second, but the help of “tonic” 
aperients may be necessary in addition—at the outset, 
at all events. The factor of dyschezia is met by 
strengthening the abdominal wall by the methods shortly 
to be considered, but in the early stages of treatment the 
help of enemata may also be required as the most effectual 
and rational means of overcoming it. 


The Displacement of the Stomach. 

I have left to the last the consideration of the means to 
be employed for replacing the stomach in its natural 
position, because I believe this, for reasons already given, 
to be a matter of secondary importance. Unquestionably 
patients with enteroptosis derive great comfort from any 
effective means of supporting the abdominal viscera, but it 
is very doubtful whether this is the result of any actual 
pushing up of the displaced organs. Such support gives 
relief from those feelings of sinking, emptiness, and 
exhaustion which are amongst the most bitter complaints 
of the gastroptotic, but these sensations are probably due 
to lessened intra-abdominal tension and a tendency to 
pooling of the blood in the splanchnic area when the erect 
position isassumed. The relief of these symptoms is, none 
the less, a legitimate object of treatment, and hence the 
provision of some form of abdominal support has always to 
be considered. Now it has been truly remarked that the 
best belt is a firm abdominal wall, and hence our efforts 
should be directed to restoring the tone of the abdominal 
wall and to thickening it by the deposition of a substantial 
layer of subcutaneous and extraperitoneal fat. The rest 
cure, if successful, should achieve the second of these 
objects, especially in men, in whom the deposition of fat 
in the abdomen seems to take place more easily than in 
women. By increasing the amount of “packing” in the 
abdominal cavity, intra-abdominal tension is increased and 
the tendency to undue mobility of the viscera restrained. 
I doubt, however, whether the gain in abdominal adiposit 
really does much towards replacing a seriously dislocate 
stomach. Certainly I have known cases in which, in 
spite of a total gain in weight of nearly 20 lb. as the result 
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of a rest cure, the stomach remained in practically the 
same position as before. 

As regards the development of the abdominal muscles, 
reliance must be placed upon massage and the practice of 
“abdominal exercises.” Electrical treatment may un- 
doubtedly be of help here, but its results are probably 
inferior in value to the spontaneous muscular contractions 
which exercises provoke. Hydrotherapeutic measures— 
for example, the Scottish douche—are also of service in 
increasing the tone not only of the abdominal wall, but 
also, in all probability, that of the blood vessels of the 
splanchnic area as well. The question of artificial 
substitutes for the abdominal wall will always arise. 

The argument sometimes used against them—especially 
by masseurs—that they demoralize the abdominal muscles 
by doing their work for them, is, I believe, fallacious. 
On the contrary, by preventing over-stretching of the 
weakened abdominal wall, they are undoubtedly of service, 
pending the restoration of the natural means of support. 
They are therefore of great temporary utility, at least. 
It would be going too far into details to consider the 
relative merits of the different forms of artificial 
support which have been devised, but there is certainly no 
lack of choice—from the simple plaster strapping of 
Achilles Rose to the latest belt-corset of the artist in 
orthopaedic appliances. I think it will be generally 
agreed, however, that the ideal abdominal belt remains yet 
to be invented. It is simple enough to point out what is 
wanted—the exercise of pressure from the lower part of 
the abdomen upwards and somewhat backwards, but the 
difficulty is to carry this principle into practice. In cases 
of “ pendulous belly” in stout subjects it is quite simple, 
but most patients with gastroptosis who require treatment 
are, ex hypothesi, thin, with prominent iliac bones which 
tend to carry off the pressure from the hypogastric region 
where we most wish to apply it. The problem is a purely 
mechanical one, and the use of a suitable pad helps 
to overcome it, but the results often leave much to be 
desired. 

Having by the adoption of the above means restored the 
patient to a condition of comparative well-being, the next 
problem is how to keep him so. It is here that our real 
difficulties begin, for the neurasthenic state, which, as has 
been repeatedly pointed out, underlies the gastroptosis in 
the great majority of instances, is due either to an inborn 
feebleness of constitution or to unfavourable factors in the 
environment, of which the former is wholly and the iatter 
often very largely beyond our power to alter. Much may 
be done, however, by suitable regulation of the patient's 
life and habits. Overstrain—mental, physical, and 
emotional—must be avoided so far as is possible. The 
importance of rest must be enjoined, particularly rest after 
meals, which greatly facilitates the labours of the stomach. 
Frequent holidays are advantageous. The diet must be 
so regulated as to contain a maximum of nutriment in a 
minimum of bulk, and all voluminous and innutritious 
foods forbidden. It is particularly important, as in all 
cases of gastric atony, that the meals should be dry. 
Meanwhile, the further development of the abdominal 
wall must be persevered with by the persistent practice of 
abdominal exercises, coupled, perhaps, with the use of 
auto-massage, and, until a sufficient degree of natural 
support bas been attained, the belt must not be left off. 

The use of drugs may be confined to the occasional 
administration of bromides, or of such as are required for 
the relief of any particular symptoms. Suitable aperients 
may be necessary to supplement the use of enemata. 

In those cases in which the carrying out of a thorough 
rest cure is impossible, the above means may be used as 
best caiculated to palliate the symptoms, but it will be 
readily understood that a patient with gastroptosis whose 
symptoms have been sufficiently severe to call for treat- 
ment is rarely able to return to a condition of full activity. 
He must walk softly and be sparing of his nervous output, 
as otherwise a relapse is almost certain to ensue. It 
would not be an exaggeration, indeed, to say that his 
whole life must partake of the nature of a more or less 
modified rest-cure. 

Up to this point we have been concerned with the 
things to be done in the treatment of gastroptosis; ma 
I conclude by enumerating three things which I thin 
should not be done? First, patients with gastroptosis 
should not be overdieted—which, of course, is just the 


reverse of being overfed. Secondly, their stomachs 
should not be washed out. Thirdly—and pace Mr. Eye 
—they should not be operated upon. They should not. 
be overdieted, because if that is done their nutrition is 
apt to suffer,and the maintenance of a high degree of 
nutrition is the first essential of successful treatment, 
They should not be washed out, because there is no rea] 
gastric stagnation, and the introduction of large quantities 
of fiuid is apt to overdistend the already atonic stomach, 
They should not be operated upon, because the mere. 
replacement of the stomach, even if this be permanently 
possible by operation, is treating a symptom and not the 
real disease, and because most patients with gastroptcsis. 
are neurasthenic, and no operation on a neurasthenic- 
subject is advisable without very good reason. 
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A CASE OF CEREBRO-SPINAL RHINORRHOEA 
WITH DOUBLE OPTIC ATROPHY. 
By NORMAN H. PIKE, M.B,, B.S.Lonp., 


SURGEON FOR THE EYE, FAR, NOSE, AND THROAT, THE GENERAL 
HOSPITAL, CHELTENHAM. 


An undoubted case of the spontaneous escape of cerebro- 
spinal fluid from the nose, known as ‘“cerebro-spina) 
rhinorrhoea,” is of sufficient interest to record. 


A woman aged 22 first attended among my out-patients on 
June lst, 1909, complaining of a constant watery discharge from 
her right nostril. 

History. 

Up to the age of 12 she was a strong, healthy girl, and could 
see well. From 12 to 13 she had a severe illness, keeping her 
bed for nearly twelve months. The chief symptoms were severe: 
headache, vomiting, drowsiness, frequent convulsions in which 
she was unconscious, and stiffness at the back of the neck. The 
eyes became prominent, and at the end of the illness she was 
quite blind. ; 

After getting up she continued to have severe attacks of pain 
in the head, and fits of an epileptiform character; they were 
often nocturnal. and occurred about every three weeks to one 
month, but in the year 1908 they were less frequent—about. 
every three months. Mr. Arthur Cardew, who attended her 
during her illness, told me that there was some pyrexia for the 
first few days, but thatafterwards the illness ran an apyrexia! 
course. 

Family History. 

The only interesting fact about the family history that I have 
discovered is that her younger sister has suspiciously notched 
incisor teeth and a few scars at the angles of the mouth. Her 
general expression, too, suggests congenital syphilis. 


Present Condition. ‘ 

She is a moderately well developed girl with a prominent 
head, measuring round the forehead 553cm. Mentally she is 
dull; her speech is slow and the voice has a monotonous 
character. She is quite blind and has no perception of lighs. 
There is no ocular paralysis, but marked nystagmoid move- 
ments of the eyeballs of an ocular character. The pupils are 
equal, moderately dilated, and react slightly to a strong light. 
Both discs are white and have slightly irregular edges. The- 
lamina cribrosa is indistinct and the vessels are tortuous, the 
condition being one of double post-neuritic atrophy. 

The nose is somewhat swollen externally at the tip. By 
anterior rhinoscopy nothing abnormal is seen, except that on 
the right side, descending between the septum and middle 
turbinal and extending into the inferior meatus, there is an 
oedematous polypoid tumour. From this right nostril there is 
@ constant dripping of a clear watery fluid. There is no dis- 
charge from the left nostril. With the patient in the Killiaz 
position the fluid is seen to collect between the middle turbinal 
and the septum, and the tumour has probably been formed by 
the continual soaking of the spongy tissues. There is no sup- 
puration in the nose and no signs of any sinus trouble. Trans- 
illumination shows good infraorbital reflexes on both sides. | 

During the patient’s attendances at the hospital the following 
facts were ascertained about this fluid: : 

1. It was always from the right side, and was a constant drip, 
as in épistaxis. ; 

2. It dropped at the rate of from 3 to 8 drops a minute, and 
was measured on several occasions, the amounts varying from 
3vj to 3j in an hour and a half—that is, from 12 to 16 oz. in 
twenty-four hours. It drops faster with the head forward. 

3. It was ascertained from the mother that when asleep she 
makes frequent swallowing movements, the fluid apparently 
running into the naso-pharynx. . 

4. She uses many handkerchiefs a day, and these when dried 
are found to be quite pliable and not at all stiff. 

5. Cocaine and adrenalin applied had no effect on the flow. 

6. The fluid has never ceased during her attendances, and has: 
now been constant for over nine months. Since its advent the- 
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fread pains bave been less and she has only on one occasion 
(February 7th, 1910) had a fit, after which she was unconscious 
for about two hours. 
Treatment. 

[removed the polypoid tumour, but this has since re-formed ; 
apart from this there has been no intranasal treatment. 
Potassium bromide has been given when the head pains were 


bad. 
Report on Fluid. 

Or. Rupert Collins, honorary pathologist to the hospital, very 
kindly examined several specimens of the fluid, and reported as 

nder: 

‘Various specimens from the nasa] discharge of K. P. have 
keen examined by me at different periods. 

‘The first specimens contained a considerable amount of 
mucin, as shown by a precipitate with acetic acid in the cold, 
and gave no reduction with Fehling’s solution. When centri- 
fugalized a deposit of leucocytes and nasal epithelium was 
obtained. All this pointed to the condition being a nasal 
hydrorrhoea. Later specimens were different, sometimes clear, 
sometimes turbid a few hours after being passed owing to the 
enormous number of micro-organisms present. 

“The analysis of the clear specimens was as follows: Acetic 
acid in the cold yielded no precipitate whatever, showing 
absence of mucin. Heating and acidulating with acetic acid 
gave a precipitate showing the presence of proteid. If the fluid 
was saturated with MgSO, and filtered it no longer gave any 
veaction for proteid, showing that the proteid present was a 

lobulin. The fluid reduced Fehling’s solution, and did not 
erment with yeast. I twice tried to obtain crystals of pyro- 
catechin by evaporating and extracting with alcohol, but failed 
to do so. 

“The fluid was quite clear, like water, specific gravity 1006, 
reaction alkaline. On centrifugalization a few leucocytes only. 
{t was rich in chlorides, and contained a trace of sulphates. 
Two cultures were taken by letting the fluid drip straight into 
culture tubes of agar-agar, and both grew cocci and bacilli 
juxuriously. The fluid was always collected by letting it drip 
into a sterile flask, but it invariably was turbid with micro- 
organisms in six hours, and had accordingly to be examined at 
once. I found the fluid to be turbid on two occasions as it 
dripped from the nose when I was present. 

“1 conclude that this is a case of cerebral rhivorrhoea with a 
septic condition of the mucous membrane of the nose which 
caused the presence at intervals of mucin in the fluid. Why 
the fluid did not reduce Fehling at first I do not know; there 
was no difficulty in getting plentiful reduction in later speci- 
mens, and I can only conclude pyrocatechin was not present 
in the first two specimens tested.’’ 

Talso failed to obtain a reduction of Fehling’s solution from 
tke first specimens, but later obtained a definite reduction. 
With regard to the turbidity, I found that the fluid collected 
shortly after the use of an antiseptic nasal douche remained 
clear for several days. 


It is due to the excellent monograph, The Cerebro-spinal 
Fluid, its Spontaneous Escape from the Nose, published in 
1899 by StClair Thomson, that the true nature of these 
cases has been recognized. He records one case of his 
own and twenty others collected from the literature both 
English and foreign. 

He divides them into 9 undoubted and 12 probable 

cases. In 17 there were cerebral symptoms, and in 8 
eye symptoms. The flow was from the left side in 
10 cases, right side in 4, both sides in 1; the 3ide was 
aot mentioned in 5. 
_ The cerebral symptoms presented a great similarity 
in most of the cases, the most marked being severe head- 
ache, drowsiness, vomiting, delirium, convulsions, and 
ecma, A striking point was that in all the cases there 
was an absence of fever, and that the headache and other 
cerebral symptoms were relieved by the flow. 

In these respects my case agrees, also in the eye sym- 
ptoms, there being always either a neuritis or a post- 
neuritic atrophy. The pathology suggested by StClair 
‘Thomson is a meningitis serosa, giving rise to idiopathic 
internal hydrocephalus, optic atrophy being due to a 
pressure on the optic chiasma, caused by the dilated 
third ventricle. 

‘The condition with which “ cerebro-spinal rhinorrhoea ” 
will be most easily confounded is that known as “ nasal 
hydrorrhoea.” But there are such marked clinical dif- 
ferences in the two conditions that I felt from the first 
that I was dealing with a true case of cerebro-spinal 
rhinorrhoea, in spite of Dr. Collins’s first reports on the 
analysis of the fiuid, and so, at my request, he very kindly 
examined further specimens, and our perseverance was 
rewarded by finding the Fehling-reducing substance in 
the fluid. 

The true nature of the condition is established by the 
analysis of the fluid, the main characteristics being that 
cerebro-spinal fluid is a perfectly clear, transparent, taste- 
tess fluid, with no sediment. It has a lew specific gravity, 


contains no mucin, but a trace of globulin, and has a sub- 
stance which reduces Fehling’s solution, but does not 
ferment with yeast and therefore is not a true sugar. 
This reducing substance can be obtained in a crystalline 
form resembling pyrocatechin. 

I would suggest that in some of the cases classed by 
StClair Thomson as “ probable,” if a repeated examina- 
tion of the fluid had been made, this sugar-reducing 
substance would have been eventually found. Notably in 
two cases recorded by Priestley Smith in the Ophthalmic 
Review, 1883, both with double optic atrophy, and in 
neither of which was a reducing substance found. In 
both of these cases StClair Thomson comments that it 
is “difficult to lay aside the hypothesis of cerebro-spinal 
fluid, but not tenable in view of analysis.” 

Anyway my case is of special interest from the fact 
that somo specimens did not show the reducing substance, 
while others did. One must remember that we are deal- 
ing with a diseased condition which may alter the cha- 
racter of the cerebro-spinal fluid; in general paralysis of 
the insane there is no reducing substance. 

The case was shown at a meeting of the Gloucester 
Branch of the British Medical Association in October, 1909. 


THE 
DIAGNOSTIC VALUE OF THE LEUCOCYTOSIS 
OCCURRING IN WHOOPING-COUGH. 


BY 


HUGH T. ASHBY, B.A., M.B.Cams., M.R.C.P.Lonp. 


Tue following observations on the blood of children 
suffering from whooping-cough during an epidemic were 
made in the early part of this year in the out-patient 
department of the Manchester Children’s Hospital. The 
blood from nearly 100 cases was examined, and a dif- 
ferential count of the white blood cells made in each case. 
The age of the children varied from about 9 months to 
8 or 9years. The blood was taken from cases in various 
stages of the disease so far as possible, and the blood of 
the same case was examined repeatedly during the 
progress of the disease and during the convalescence. 
The number of red blood cells and the haemoglobin per- 
centage were estimated occasionally, but yielded no 
results of special significance; patients suffered from no 
more than a “slight anaemia.” The blood was taken 
from the ear and was stained by Leishman’s method or 
by eosin and methylene blue after fixing in formalin 
vapour. 

In a fair proportion of cases the number of mnnameennes 
c.mm. was estimated, and in every case where this was 
done there was a leucocytosis of between 15,000 and 
30,000 white blood cells perc.mm. The number of white 
blood cells in children suffering from bronchitis and other 
afebrile chest cases was also estimated, but in only rare 
instances did the numbers reach such a height as that 
observed in whooping-cough. The results, therefore, 
confirm those made by Fréhlich' in 1897, who examined 
the blood of 55 children suffering from whooping-cough, 
and found a leucocytosis varying from 7,000 to 40,000 
white blood cells perc.mm. This leucocytosis in itself is 
a valuable aid in the diagnosis of a suspicious case of 
whooping-cough. In examining the blood of a child 
suffering from whooping-cough the preponderance of 
lymphccytes over the polymorphonuclear cells is at once 
noticed, and in nearly every case which had a well- 
marked whoop the lymphocytes formed about 60 per cent. 
of the total white blood cells, the rest of the white cells 
being made up of polymorphonuclear cells with an 
occasional eosinophbile cell. The excessive lymphocytes 
were nearly all of the small variety, but there was at the 
same time a greater proportion of large lymphocytes than 
is found per c.mm. in normal blood, and in some cases 
these cells amounted to 10 per cent. of the lymphocytes 
present. This excess of lymphocytes was found in cases 
which had not reached the spasmodic or whooping stage 
of the disease, and also in mild cases, when it was difficult 
to make a definite diagnosis from the history the parent 

ave. 
. An interesting example of this happened when I was 
examining the blood of a child aged 3} years, who hid 
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anaemia and a slight cough. The blood contained 15,000 
white blood cells per c.mm., and on making a differential 
count of the white blood cells I found that the lympho- 
cytes formed nearly 60 per cent. of the total white cells. 
The next week the child was brought back to the out- 
patient department, having started with whooping-cough 
two days previously, or five days after the blood examina- 
tion was made. The lymphocytes in this case, therefore, 
formed an unusual percentage of white blood cells five 
days before the whooping began. Thus, if a child who 
has been known to have been exposed to the infection of 
whooping-cough starts with a cough, a blood examination 
will very likely show whether it is going to begin 
ns and then isolation can be undertaken 
early. 

On examining the blood of the cases after the whooping 
stage had been passed it was found that the lympho- 
cytosis persisted for a short time and then gradually 
diminished, so that by the end of two months after the 
whooping had stopped the white blood cells had returned 
to normal proportions. 

Blood changes in infants and children develop more 
easily and more quickly than in adults, so that the leuco- 
cytosis with a relatively large proportion of ]ymphocytes 
helps in making an early diagnosis of the disease, espe- 
cially in doubtful cases without a definite whoop; as 
whooping-cough is a very infectious and serious disease, 
the early diagnosis is most important. Thus, in the 
Report on the Health of the City of Manchester for 1909, 
Dr, Niven? says: “This is not only a fatal but a most 
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distressing disease, and the figures are most disquieting ;” 
in fact, the number of deaths from whooping-cough and 
its sequelae far exceed the deaths from any other infectious 

disease except measles. 

In infants, however, the lymphocytes normally form 
between 40 and 50 per cent. of the total white cells in 
the blood ; but even here, if the lymphocytes form nearly 
60 per cent. of the white cells and there is a larger pro- 
portion of large lymphocytes than normal, it is con- 
tirmatory evidence of the existence of the disease. The 
blood from children suffering from some septic trouble 
was examined, and here the excess of white blood cells 
was found to be made up by the polymorphonuclear cells 
and not by the lymphocytes as in whooping. cough. 

If the total number of polymorphonuclear cells and 
lymphocytes in normal blood and then in the blood of a 
case of whooping-cough be estimated, it is found that the 
excess of white cells in the blood of whooping-cough is 
almost entirely made up of the lymphocytes; the total 
number of polymorphonuclear cells remaining but slightly 
increased. Thus, if there are 10,000 white blood cells per 
c.mm. containing 60 per cent. polymorphonuclear cells and 
35 per cent. lymphocytes, there will be 6,000 polymorpho. 
nuclear cells and 3,500 lymphocytes per c.mm. Comparing 
this with the blood of a whooping-cough case containing 
25,000 white cells per c.mm. with 40 per cent. polymorpho- 
nuclear cells and 60 per cent. lymphocytes, there will be 
10,000 polymorphonuclear cells and 15,000 lymphocytes 
per «mm. The lymphocytes have thus increased by 
nearly 12,000 per c.mm., while the polymorphonuclear cells 
have only increased by 4,000 perc.mm. In septic condi- 
tions the total number of polymorphonuclears are increased 
and the lymphocytes are but slightly increased. Whooping» 


cough without serious complications is not often f 
that the exact state of the blood-forming organs is difieae 
to study. It is also difficult to say how far there ig an 
excess of lymphoid tissue or hypertrophy of the lymphatic 
glands, but there is no marked enlargement of the glands 
to be made out on clinical examination. 
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CELLULITIS OF THE ARM, COMPLICATED 
WITH PNEUMONIA, TREATED BY 
VACCINE. 


By W. OWEN EVANS, L.RC.S., L.R.C.P., L.M.Eprn.,. 
L.F.P.S., L.M.Guas., 


PONTARDAWE. 


Tue following is a report of the first case in which I have 
had occasion to use vaccine treatment (staphylococci and 
streptococci). The result was sufficiently striking to make. 
it worthy of record. 


H. J.,@ farmer, aged 35, who had enjoyed excellent health, 
accidentally cut his hand whilst sharpening a cross-cut saw. 
The wound was very small and was situated over the fourth. 
metacarpal bone of the left hand. He paid no attention to it. 
and continued his work all day without feeling any incon- 
venience. The following day (February 9th), as he was killing a 
pig, he began to feel ill, shivering and getting very weak, in 
fact to use his own words, ‘‘I was getting worse and worse 
every five minutes.’’ He returned to the house and had a foot-- 
bath (hot water and mustard),and went to bed. The shivering 
continued, and he felt desperately ill. The next day (February 
10th) I was urgently summoned to his house, a distance of 6}. 
miles. He was then complaining of pains in his left side, 
slight hacking cough, and difficulty of breathing, the tempera-. 
ture was 101.5°. His hand, which was very red and swollen, 
had become extremely painful. There was, in my opinion, pus. 
in the back of the hand, and I proposed to let it out, but as this. 
suggestion was declined I advised it to be kept in a warm bath 
constantly ; a purgative was given. On my next visit (February 
12th) the arm had swollen up to the elbow and the inflammatory 
a yong extended. The pain was excruciating and the man had 

ad no sleep from the first day of his illness. I now got his. 
consent to make two incisions on the back and side of the 
hand, with the result that a good amount of pus came out, and 
through the opening on the back of the hand the rusty piece of 
a tooth of the cross-cut saw was extruded. The temperature 
was 103°, pulse 98, respirations 36. I saw the patient again the 
following day and found him very weak; the inflammatory 
process was still extending up the arm, which had swollen to 
an enormous size. The skin was very red and the whole limb. 
was indurated and most tender. I made another incision near 
the elbow, but no pus was obtained. I recommended them to: 
carry on the hot baths continuously, night and day. Tempera- 
ture was 103.5°, pulse 98. respirations 40. On February 14th 
the temperature fell to 101.5’, pulse 84, and respirations 32, but: 
there was no improvement in the condition of his arm. 

i suggested getting another opinion, fearing that it would be 
necessary to amputate at the shoulder. At the same time I 
thought of trying what vaccine therapy might do, and to this 
the patient consented. Iasked my friend Dr. Lloyd Smith to 
see the case with me. We decided that it would be an excellent 
case to treat by vaccine. On February 16th some stock vaccines 
were obtained (Wright’s, from Parke, Davis and Co.). After 
taking the necessary preliminary precautions I inoculated the 
patient with 250 million staphylococcus and 20 million strepto- 
coccus in the flank. On my next visit, February 18th, I was. 
told that he became very ill about four hours after the inocula- 
tion, and that for some time he was quite delirious. After 
about ten hours pus oozed out freely, in fact most profusely. 
through all the three incisions. The arm had considerably 
diminished in size and there was less pain. The temperature 
was 100.4°, the pulse 84, and the respirations 18. 

I saw the patient on February 21st, and decided to cleanse all 
the pus pouches with a solution of lysol and give a thorough 
irrigation. On February 23rd, however, I received a note that 
the arm was getting much worse, and I found the temperature 
99.5°, pulse 84, arm swollen and very painful. I decided to give 
him a further inoculation of vaccines (150 million of staphylo- 
coccus and 5 million streptococcus); this was thirteen days 
after the first inoculation. After eight hours there was profuse 
perspiration, free discharge of pus, and a feeling of intense 
weakness and thirst. : 

On March 3rd the temperature was normal for the first time, 
and he began to feel himself improving ; the pulse was 72 and 
the respirations 18. 

On March 5th he got up for an hour, but was too feeble to 
stand and had to be put back to bed. 

On March 10th his condition showed marked improvement, 
and he was downstairs. 


The signs and symptoms of the pneumonia were 


| ordinary in character and were treated on general lines 
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Notwithstanding the fact that rigors took place and that 
¢he temperature fell by crisis from 103.5° to 101.5’ and the 
respirations from 40 to 32, and also that in the course of 
twelve hours he coughed up two large basins-full of 
expectoration which cleared the lung in a short time, it is 
noteworthy that with the crisis the temperature did not 
come down to normal. The great amount of septic 
mischief in the arm no doubt accounted for this. 

I regret that the patient lived in an outlandish 
district and a most inaccessible place, so that more details 
cannot be given. I believe, however, that my thorough 
irrigation with lysol of all the wounds and pus pouches 
would have been better omitted, for there is no doubt in 
ey mind that the subsequent exacerbation was due to 
this. 

The patient consulted me twice during April. His 
arm is in a weak condition, so weak that there was no 
response to slight electrical current, but with a fairly 
strong current the condition of the arm has greatly 
improved. 


A CASE OF ACUTE ABDOMINAL INFECTION 
IN A TYPHOID CARRIER. 
By T. H. GARDNER, M.B.Lonp., 


STREATHAM HILL. 


Tue following case, which has recently occurred in my 
practice, may be of interest in connexion with the 
question of typhoid carriers—a matter of considerable 
importance : 


J. B. B., aged 56, a prematureiy-aged looking man with 
‘sallow complexion, recently had a severe illness, presently to be 
described. 

Past History. 

He had enjoyed good health, and had no serious illness until 
1900, when he had severe peripheral neuritis, with almost com- 
plete loss of power in arms and legs. He was at that time 
residing in Manchester, and the condition was put down to 
arsenic or lead in beer, of which he drank a good deal at that 
time. The arms recovered in three months, but the legs not for 
‘ten months, and during that time he was confined to bed. 
During this illness he had no vomiting or diarrhoea, no 
haemorrhages, no colic, no mental change. In 1906 he had an 
attack of typhoid fever, and was in bed ten weeks. He states 
‘that this illness began with diarrhoea, and his temperature rose 
‘to 103° and 104°. There was no haemorrhage. His wife, who 
viursed him, states that his motions were always very green. 


History of Present Illness. 


He states that he felt perfectly well when he left home, and 


went to his office on the morning of January 26th. During the 
day he began to feel pain in the abdomen and nausea. He 
thought something he had eaten had disagreed with him, and 
being of a bilious nature, he put it down to some pea soup he 
had partaken of at dinner the previous evening. Others of the 
family, however, had partaken of it, and were in no way ill. 
The pain in the abdomen gradually got worse during the day, 
‘and became very severe, so that on leaving business in the 
afternoon he paid a visit to his medical adviser, Dr. Norman 
Sinclair, before returning home. Dr. Sinclair informs me that 
the patient was obviously in very acute pain and looked 
“*ghastly ’’; he thought he might possibly be passing a gall 
stone. On account of his condition, and the fact that he had 
some distance to return home, he withheld morphine, pre- 
scribed a stomachic mixture, and applied a very hot fomenta- 
tion to the epigastric region, which gave considerable relief. 
The patient returned home feeling very cold, and vomited once 
on the way. He shivered violently when put to bed, and again 
vomited. Next day he appeared to be very ill, the vomiting 
continued, and the bowels were not relieved. 

Owing to his medical adviser being at too great a distance the 
patient was not seen on this day, and I was called in on the 
following day, January 28th. He was then in a semi-comatose 
condition, but could be roused when spoken to loudly, and 
answered some questions in monosyllables. He was not in 
any acute pain. The temperature was 102°; the pulse 120, very 
small and feeble. The abdomen was somewhat distended and 
generally tender, more so in the epigastric region, where there 
was also a good blister from the hot fomentation, and in the 
right hypochondriac region, where the liver was felt slightly 
enlarged and tender. The tongue was coated with a thick 
brown fur and the breath was very offensive. There was a 
slight icteric tinge of the conjunctiva, but at no time during the 
illness was there any marked jaundice. No urine had been 
passed since he returned home on January 26th, and the bowels 
had not been relieved. On January 28th 4 oz. only of urine 
was passed ; this was very dark in colour, containing much bile, 
a large quantity of albumen (half on boiling), and reduced 
Fehling’s solution considerably, but not fully. 

Treatment was symptomatic, being directed to the re- 


a large, semi-solid, homogeneous, slaty-grey, very offensive 
motion. Hypodermic injections of pilocarpin nitrate gr. 3, 
and hot wet packs, with copious drinks of barley water and 
cream of tartar water, produced slight diaphoresis at first, 
which gradually increased on the following days. Slow but 
gradual improvement in all the symptoms ensued. The 
temperature fell to 101° on January 29th, and was normal by the 
end of the firsi week. The urine passed on January 29th was 
24 oz.; by February lst it had reached 10% 0z.; on February 2nd 
it had increased to 234 oz., was much lighter in colour, giving 
no reaction for bile nor reducing Fehling’s, but still containing 
a fair amount of albumen, which persisted till the end of the 
second week. The amount of urine on February 8th had in- 
creased to 74 oz., after which it decreased somewhat, till finally 
it remained between 50 oz. and 600z. The bowels were kept 
regular by means of aperients; those used being chiefly calomel 
and magnesium sulphate and pil. rhei co. During the febrile 
stage quininae sulph. gr. ij was given every four hours. 


So far the case was one of extreme interest from the 
point of view of diagnosis, but in the light of subsequent 
illnesses of other members of the household, its interest 
was increased. 

The patient was nursed during his illness by his wife 
(herself an invalid with disseminated sclerosis), a son, and 
the housekeeper. 


Mrs. E. P., aged 40 years, a widow, with three children, acted 
as daily housekeeper and nurse, and had been with the family 
five years, and had helped to nurseJ.B.B. in the attack of typhoid 
four years ago. She came daily, returning to her own home 
each night to sleep. She was not considered a healthy woman, 
and suffered a good deal from dyspepsia. On February 26th she 
came as usual, but complained of feeling unwell, and was sick, 
but did not return home until the evening. Next day she sent 
word that she had a bad bilious attack, and would not be able 
tocome. She was subsequently seen by her medical adviser, 
who diagnosed typhoid fever and had her removed to the Stock- 
well Fever Hospital on March 9th, where she had very severe 
haemorrhage, and died on March 15th. 

J.T. B., aged 30 years, the son of J. B. B., who also assisted 
very largely in nursing his father, first complained of not 
feeling well on March 6th, on which day he had been to see 
Mrs.E.P. He was first seen by me on March 10th, and typhoid 
spots appeared on March 14th. He also was transferred to the 
Stockwell Hospital, where he now is recovering from a moderate 
attack of typhoid fever. 


Under these circumstances it seemed advisable to 
ascertain whether J. B. B. was a typhoid carrier, especially 
as the medical officer of health informed me that the 
source of infection of the two cases could not be traced in 
either of the boroughs in which they were notified. A 
specimen of the blood of J. B. B. was therefore sent to the 
Lister Institute, and a positive Widal reaction obtained. 
Through the instrumentality of the medical officer of 
health also, specimens of the urine and faeces were also 


_ sent to the same institution, and the report given was that 


the faeces contained B. typhosus, but that the urine was 
sterile. No cathartic had been given before the specimens 
were obtained. 

In conclusion, with reference to the diagnosis of the 
primary case, I have described it as one of acute abdominal 
infection. It seems probable that a gall stone was passed, 
and an infective condition akin to cholecystitis acuta 
referred to by Osler, set up by the B. typhosus. 


THE KNIFE AND ITS POINT.* 


BY 


A. Z. C. CRESSY, M.R.C.S., L.S.A., 


HONORARY SURGEON, CARSHALTON AND DISTRICT COTTAGE 
HOSPITAL. 


Why has a scalpel a point? It always has had one, and 
in times gone by the larger knives had one for a purpose— 
for instance, the transfixing amputation knife; if has been 
perpetuated to the present time when the need has disap- 
peared, simply from habit. 

It is very usual when opening an abscess to plunge the 
knife rather than cut, and if the pus is near the surface 
no harm will result; but if the pus is } in. deep or more, a 
vessel may very easily be cut on the way. Lister saw the 
danger of this long ago when he advocated his well known 
method of opening an abscess. In making an incision the 
point of the knife is pressed through the skin and the 
blade drawn in the direction the incision is to be made ; 


i * Read before the Croydon Division cf the British Medi ia- 
establishment of the excretions. Calomel gr. v produced ti 
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now the point at the commencement has penetrated under 
the skin further than the incision. How often we find 
there is a vessel wounded at this undermined spot, and 
how troublesome to catch up with the forceps! first, 
because more often than not the vessel is punctured 
instead of being cut through, and secondly, because it is 
far in under the skin. 

In making a deep dissection, say of the armpit with 
enlarged glands, or an opened abdomen, how many men 
discard the knife for a pair of blunt-ended scissors. They 
do this because of the point of the knife. The only purpose 
for which the point of the knife is used is to scratch, a 
niggling proceeding and bad for the tissues; by working 
with the edge of the knife much time and tissue are 
saved. 

Then, why not do away with the point and use a blunt- 
ended scalpel (as in the accompanying sketch)? There is 
no undermining and no 
punctured vessel in the 
course of the incision, 
because the ends of the 
incision slant to the 
wound, instead of away. In dissecting, the surgeon 
cannot scratch, but must cut. In the removal of glands 
he cuts with the edge and blant dissects with the back, 
and has no fear of puncturing vessels close by, because 
there is no point to travel further than he can see. In 
operating deeper, every cut is fally exposed and is even. 

The scissors make an uneven surface, bad to sew 
together afterwards. In cleaning out an axilla, how often 
a vessel is punctured by accident by the point of the 
knife! Here, again, with a blunt-ended scalpel no vessel 
is punctured, though occasionally one may be cut. 

In a splitting operation for appendicitis, the skin 
incision with a blunt-ended scalpel has no undermined 
end; in splitting the external oblique, the cross fibres of 
the internal oblique are not frayed, as so often happens 
when the point of a knife passes over them. Having 
retracted the external oblique, the edge of the knife 
divides the thin fascia over the internal oblique, and, 
reversing the knife, the back of it now splits this muscle 
and the transversalis. Now the peritoneum is picked up 
and the edge of the knife is laid on it; having made a 
small opening, the knife is inserted edge upwards and a 
cut made to the right and to the left without any fear of 
touching the bowel, because there is no point to the knife. 

In removing a varicose vein there is no point to puncture 
the vessel as it is dissected out from the surrounding 
tissues, and much time is saved; the back of this scalpel 
on occasion makes a good blunt dissector. I contend that 
a surgical scalpel has a point for the simple reason that it 
was first made with one, and we are creatures of habit. 
I consider the point of a scalpel is in the way, an obstacle 
to quick operating, and a dangerous companion. I doubt 
if the best surgeon alive exercises absolute command over 
the extreme point of his knife. 

I have been using blunt-ended scalpels for some time, 
and use them right through an abdominal operation, 
discarding the scissors; the resulting work is much 
neater and quicker, and any dread of damaging bowel or 
other organ in the near vicinity is gone, because there is 
no point to the knife. 

There is much saving of time, and many cases of oozing 
from punctured vessels are avoided, and the habit of 
cutting is encouraged. This knife is a little awkward to 
use at first, as the operator is inclined to hold it in the old 
fashion. The handle must be depressed; in fact, it must 
be held much as a violinist holds his bow. The knife must 
be sharp or there will be a tendency to revert to the only 
method of using a blunt knife of the older pattern—that is, 
by the point, and of course this knife is practically a blunt 
dissector at the end. 

These scalpels have been made for me by Messrs. Down 
Bros., of St. Thomas’s Street, who, with their usual atten- 
tion to every small detail, have fulfilled my idea; as you 
see they are round at the end and have only a sbarp- 
catting, straight edge, slightly turned up at the end. The 
only knife at all approaching this one is Marshall's resec- 
tion knife for necrosis, but that has not been used for 
general purposes. I am now quite convinced that we are 
wrong in using a knife with a point. 

I offer these remarks for what they are worth, hoping 
they are right and will be of use. 


Reports 


MEDICAL AND SURGICAL PRACTICE IN THE 
HOSPITALS AND ASYLUMS OF THE 
BRITISH EMPIRE. 


LONDON HOSPITAL. 


A CASE OF RENAL CALCULUS PRODUCING NO SYMPTOMS: 
FOR FIFTY YEARS, 


(With Special Plate.) 
(By Joseru Tay or, B.A.Oxon.) 
‘Under the care of Mr. Hurry Fenwick. | 


Tue following case seems, owing to the size of the stone- 
and the entire absence of symptoms for a long term of 
years, to be sufficiently remarkable to be recorded : 

A. B., groom and gardener, aged 60, was admitted to the 
London Hospital on January 8th, 1910, under the care of 
Mr. Hurry Fenwick, with a letter from Dr. Frank Hinde 
of Aldington suggesting the possibility of a calculus in the. 
right kidney. 

Previous History.—When an infant the patient used to 
have pains and “ spasms” in the right side ; these continued 
till he was 7 years old, when they ceased, and he never 
had any similar trouble until the onset of the present. 
illness. 

History of Present Illness—Two years ago the patient. 
had an attack of bronchitis and influenza. Six or seven 
weeks later he lost a considerable quantity of blood per 
urethram, the urine being quite red. The haemorrhage 
lasted nearly twenty-four hours, and the man was much 
collapsed; he fainted once. Haematuria continued for 
nearly a week, when he seemed to recover. Since that 
time he had seen no blood in his urine, but had had 
recurring attacks of illness in which the urine contained a. 
considerable amount of pus. These relapses occurred on 
his going back to work. During the haemorrhage he had 
an attack of violent shivering. Since then he had had 
similar attacks, some twelve in all, coming on especially 
after any exertion. Shortly after the attack of haemor- 
rhage he began to feel sharp pains in the abdomen, 
especially in the right side; these would come on when 
he got out of bed in the morning. He never had any pain 
when lying in bed. He had never had any difficulty in 
micturition. About two months before admission he used 
to feel a frequent desire to pass water; this occurred more 
at sight than in the daytime; he would have to rise twice 
in the night to relieve himself. This condition passed off, 
however, and he had not been troubled with frequency for 
some weeks before admission. He never had any vomiting. 
He never sweated very profusely, except when at work. 
He was never short of breath. 

Present Condition.—The patient was an elderly-looking 
man of healthy appearance, but extremely nervous and 
anxious about himself. Examination of the abdomen 
revealed nothing. Nothing could be felt, and there was 
no tenderness, superficial or deep in any region. The 
lower edge of the liver could be distinctly felt two finger- 
breadths below the costal margin. Examination of the 
urine showed the presence of a distinct cloud of albumen 
and a deposit of pus and a little blood. Reaction was acid 
and the specific gravity 1019. Urea 1.6 per cent. 

A skiagram was taken of both kidney regions and of the 
pelvis by Mr. Coldwell, and the remarkable shadow seen 
in the Plate was at once noticed. On the patient’s return 
to hospital after the z-ray examination he had one of his 
shivering fits. His face was of a pinkish red colour, his 
hands, arms, legs, trunk, head, and lips were in a state of 
violent tremor; he had dyspnoea and was gasping for 
breath, but said that he did not feel cold. The attack 
lasted some ten minutes until he was safely back in bed 
with a couple of hot bottles. 

Cystoscopy.—On January 10th a cystoscopic examina- 
tion was made by Mr. Hurry Fenwick. Both ureteric 
orifices were apparently healthy. The appearance of the 
right ureteric orifice did not convey the impression that 
anything was wrong with the kidney. The rest of the 
bladder was apparently healthy. A rectal examination 
showed the prostate to be small. 
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Radiograph of a larg2 kidney stone which had produced no symptoms for fifty years. 
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The « rays showed the presence of a calculus so 
distinctly that Mr. Fenwick decided to remove it, and, 
if possible, to spare the kidney in so doing. 

Operation : Nephrectomy.—The operation per- 
formed on January 17th, under chloroform. The usual 
lumbar incision was made. The ilio-costal space was 
very small; it was therefore necessary to resect about 
lin. from the anterior extremity of the twelfth rib. The 
kidney. was then exposed lying deeply. The cortex could 
be felt to be very thin and the kidney cystic in condition ; 


an aspirating needle was therefore introduced, and about © 


§ oz. of stinking, almost 
faecal-smelling, brown pus 
were Withdrawn. On en- 
deavouring to draw the 
kidney into the wound, the 

lvis was found to be 
bound down by dense 
adhesions, so as to be 
almost immovable, and 
considerable difficulty was 
experienced in breaking 
them down. The pelvis 
was at length freed and 
the kidney drawn upwards 
about 1 in. into the 
wound. The pedicle was 
divided between two 
clamps and the kidney re- 
moved. The arterial and 
venous constituents of the 
pedicle were ligatured in- 
dividually with catgut, the 
ureter being closed in like 
manner. A large rubber 
drainage tube was intro- 
duced and the wound closed 
in layers. 

After - History. — The 
patient made a good re- 
covery. There was a good 
deal of foul discharge from 
the wound, which lasted 
for about three weeks after 
the operation, and which 


The Stone.—On cutting open the kidney after removal 
a large, irregular-shaped stone was found occupying the 
greater part of the pelvis of the kidney, with processes 
extending down into the calyces. The stone had replaced 
the kidney tissue, only a very small remnant being left. 
The size and contour of the stone are shown in the accom- 
panying photograph. The surface is smooth. Subsequent 
analysis has shown it to bea rather soft calculus, laid down 


concentrically. Some of the layers are very faintly pigmented. 


It is composed of phosphates, over 90 per cent. of which are 
combined with calcium, the remainder with magnesium. 
There is a minute trace of 
uric acid, but no oxalate. 
There is a little organic 
matter distributed through- 
out. The calculus now in 
the dry state weighs 5 oz. 
Its measurements are: 
Greatest length, 4 in.; 
greatest breadth, in. ;. 
thickness, 13 in. A re- 
markable feature of the 
case was the accuracy of 
the xray picture. Imme- 
diately before the opera- 
tion Mr. Fenwick made a 
tracing of the shadow as 
seen in the Plate. When, 
after removal, the stone 
was laid on to this traced 
outline it was found to 
fit exactly—that is to say, 
the x-ray shadow was 
exactly of the same size 
and shape as the stone 
itself. 

RemaRkKs.—The case pre- 
sents certain noteworthy 
features. In the first 
place, it shows how a4 
very large stone can re- 
main latent for a great 
number of years even 
in the kidney of a man 
following a very active 


employment. Further, it 
illustrates how the 
methods that can usually 
be relied upon for the 
formation of an accurate 
diagnosis may fail in a case where it might be ex- 
pected that all the classic signs of disease should be 
present. Though the stone was so large, it gave rise 
to no tumour which could be felt and to no disease 
which could clinically be diagnosed. The cystoscope 
revealed nothing. The x rays alone made a sure 
diagnosis possible. 


was treated by daily 
syringing with hydrogen 
peroxide. He was allowed 
to get up for the first time 
on February 14th, and he 
left the hospital on February 19th, the wound being almost 
closed. From the day of the operation onwards to the 
time he was discharged from hospital he passed a large 
quantity of urine each day, averaging 74 oz. a day, whilst 
onone occasion he passed 116 oz. With the object of con- 
trolling the diuresis, he was put on tinct. opii mviij, given 
at intervals of four hours for the first three doses and 


Photograph of kidney stone removed (actual size). Compare 
this with shadow in radiograph. 


thenceforward twice a day. From the time of admission 
he had been troubled with a cough, which seemed to cause 
him more anxiety than anything else connected with the 
illness. This had ceased before he was discharged. Dr. 
Hinde writes, under date April 2nd, that the patient is 
ow in the best of health, the wound quite healed, 
and that he hopes to take on a light place at once. 


DORSET COUNTY HOSPITAL, DORCHESTER. 
A CASE OF PERITONEAL PSEUDO-MYXOMA ORIGINATING FROM 
THE VERMIFORM APPENDIX. 


(By Rectvatp M. Moorg, M.R.C.S., L.R.C.P., 
House- Surgeon.) 


Surgeon. 
In view of the cases recorded by Mr. Wilfred Trotter in 
the Bririse Mepican Journat of March 19th, 1910, the 
following notes may prove of interest. 
ALF, A cook, aged 44, was admitted on March 18th, 
1910, with a diagnosis of appendicitis. 
She stated that she had 


pain in the abdomen. The pain was localized to the 
*egion of the right iliac fossa, and was not severe, being 


8 


\ een in good health until the | 
evening of March 15th, when she was seized with sudden | 


My best thanks are due to Mr. Hurry Fenwick for per- 
mitting me to publish these notes, and for giving me the 
great advantage of his help in preparing the report; to 
Dr. Hinde for his courtesy in communicating particulars 
regarding the present condition of the patient; and to 
Mr. W. A. Coldwell for kindly allowing me the use of the 
x-ray plates to illustrate this communication. 


sufficiently mild to allow of some sleep that night. On 
the following morning she vomited once, and there was 
diarrhoea. The urine she described as thick and very red 


| before the attack. She had a similar attack two years 


earlier, but on that occasion there was no vomiting, and 


; _ sh ble t f her work. 
Under the care of Mr. W. Burrovcu Coseys, Honorary she was able to perform her w 


Condition on Admission. 
The abdomen was distended, and was distinctly fuller 
on the right side. There was no superficial tenderness to 


_ pin prick nor on pinching the skin. Deep tenderness was 
| marked in the right iliac fossa. On percussion, there was 
a dull area extending to the mid-line and to within 2 in. of 


the costal margin. The tongue was furred, the tem- 
perature normal, and the pulse-rate 120. Within two 
hours of admission an operation was performed by Mr. W. 
Burrough Cosens. 
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Operation. 

The usual incision about 2 in. in length over the region 
of the appendix was made. On opening the peritoneum, 
a pint or more of light-brown colloid material escaped. 
The incision was then prolonged downwards and towards 
the middle line. On examination, it was found that no 
definite wall enclosed this colloid mass. It was loosely 
adherent to the caecum, the ascending colon, and to the 
coils of small intestines in the immediate neighbourhood. 
The appendix was almost totally disintegrated, and what 
remained of that structure readily came away when it was 
examined. Both ovaries were normal. The colloid 
material was washed out as far as possible, and the 
abdominal incision closed. 

Up to the time of writing (March 26th) the patient has 
made an uninterrupted recovery. 


Slemoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


A CASE OF BEZOLD’S DISEASE. 
Tae case of Bezold’s disease reported recently in the 
JouRNAL,! in which the injection of antistaphylococcic serum 
was followed by recovery, reminds me of the improvement 
that followed the use of antistreptococcic serum in the 
case of F.H, reported some years ago in the Britisu 
MEDICAL JOURNAL. 

Last July I was asked by Mr. G. P. Field to see a lady 
who complained of recent severe paia in the right ear and 
upper part of the neck. She had had occasional discharge 
from the right ear, but “ took little notice of it.” There 
was swelling of the right side of the face and neck, some 
tenderness over the mastoid, and great tenderness in the 
upper part of the neck. There was a small perforation in 
the right membrana tympani and a small quantity of 
slightly offensive discharge in the meatus. The tem- 
perature ranged from 101° to 102.5° F. 

Looking upon the condition as one of blocked middle 
ear relieving itself by way of the mastoid, 1 opened the 
mastoid on August 3rd, and found it to be softened and 
perforated. It was thoroughly gouged out. At the same 
time I removed the remains of the membrane and a mass of 
granulations from the middle ear. No other drainage 
than that through the mastoid wound and the meatus was 
provided, though I thought I might have to do so. The 
after-progress of the case was satisfactory, but the healing 
process was somewhat prolonged. In the third week 
some paresis of the facial nerve was noticeable, which 
gradually passed off. The tenderness in swelling of the 
neck and face subsided slowly, and from time to time 
pain was complained of. For this reason I reopened the 
mastoid wound soon after it first closed. This gave relief. 
The wound was not kept open by artificial means. When 
I saw the patient at Christmas the mastoid region and 
neck were normal in appearance and not tender. The 
middle ear was dry and sweet, and the hearing decidedly 
better than before the operation. This patient was, sub- 
sequent to the operation, under the care of Drs. A. H. 
Bindloys, S. H. A. Lambert, and C. M. Pennefather. 

My experience of Bezold’s disease has led me to think 
it one of the most dangerous complications of an infected 
ear. Serums may help sometimes, but in how many cases 
have they not failed! The important prophylaxis is to 
cure middle-ear infection as soon as possible, and to 
remove any possibility of a blocked middle ear. 

London. FauLpER WHITE. 


PNEUMOTHORAX IN THE APPARENTLY 
HEALTHY. 
A RECENT case of pneumothorax in the apparently healthy 
will serve further to illustrate the subject discussed in the 
interesting paper by Drs. Barclay Ness and George A. 
Allan in the Journat of March 26th, p. 744. 

A young clerk of good physique, aged 22, had stayed at 
home for a few days on account of an ordinary “cold,” but 
had recovered, and for several days had resumed his work. 
He was going to the station on the morning of February 
4th, and walking rather sharply to overtake a friend, when 


1 BRITISH MEDICAL JOURNAL, 1909, ii, p. 1747. 


he suddenly felt a severe pain in the left side of his chest 
and a tightness of breathing. He was able to go to town 

but returned early owing to shortness of breath and 
incessant cough. 

I found him looking pale, with an anxious expression, 
and distressed in his breathing. He complained of pain in 
the left chest, and especially in the neighbourhood of the 
clavicle. The pulse was 100 and small, the temperature 
normal. Typical signs of pneumothorax were present— 
immobility of the left side of the chest, tympanitic per. 
cussion, absence of breath sounds, loss of vocal resonance. 
and fremitus, and the characteristic tinkling sounds. The 
heart was pushed over to the right, and was inaudible in 
its normal position. 

He was put to bed with a firm bandage round the chest, 
and had practically no other treatment. He was kept six 
weeks in bed, during which time the lung gradually 
expanded and the heart returned to its normal position, 
The chest remained resonant throughout, and there was. 
no evidence of any effusion. The temperature never 
exceeded 99°F. The cough soon abated, and there 
was never any sputum obtainable for bacteriological 
examination. At the end of seven weeks he had entirely 
recovered and had put on flesh, and no abnormality of any: 
kind could be found in the lung. 

There had been no previous strain nor injury, and with 
the exception of one or two rather protracted ‘ colds” 
during the past winter he had always enjoyed good 
health, and had suffered from no illness of any importance. 
There was no family history of tubercle. 

Croydon. Hersert C, Mate, M.D. 


PREGNANCY WITH PERFECT H\MEN. 
Ir is well known that pregnancy may be found where there 
has been neither penetration of the vagina nor rupture of 
the hymen. At the same time the cases on which those 
conclusions are based are so difficult to trace that it seems 
desirable to place authentic instances on record. 

Within the past year 1 was consulted with regard to a 
young woman of good family, aged 19 years, who com- 
plained of a variety of symptoms which eventually 
suggested pregnancy. She absolutely denied intercourse, 
and offered to subject herself to any examination. 

In consultation with an obstetrician of considerable 
experience a thorough examination was made, which 
elicited two facts: the girl was pregnant between five and 
six months and the hymen was absolutely intact. In fact, 
all the appearances of tbe vagina were such as would 
warrant one, ordinarily, in certifying her as a virgo 
intacta. 

After some time tbe patient confessed to certain inci- 
dents which made the case tolerably clear. She had 
been lodging in the house of a married man, with whom 
some degree of contact had taken place, but apparently 
there never had been penetration, and both of the parties 
absolutely relied on this as negativing the possibility of 
impregnation. 

Most of the recorded cases of pregnancy with intact 
hymen seem to have been dependent on some elastic con- 
dition of that membrane, which permitted penetration 
without rupture. The conditions existing in the present 
instance, where the vaginal inlet was extremely con- 
stricted, even for a virgin, were such that rupture would’ 
almost certainly have taken place if penetration had been 
accomplished. 

One or two medico-legal questions suggest themselves 
in such a case as this. Could this pregnant, but not. 
penetrated, female be properly described as a “ virgin” by 
a medical man on oath? Further, does such a case con- 
stitute rape, assuming that the intercourse was resisted? 
As we know, there need not be penetration of the vagina. 
to constitute rape, but only some degree of penetration of 
the vulva. Yet how can this be proved? It is obvious 
that this girl may have become impregnated by the 
fecundating fluid without penetration even of the vulva. 

The subject is unsavoury, yet is one of pressing 1m- 
portance, for by the custom of the British law every 
medical practitioner is supposed to be an expert on 
matters of such vital moment as these, and they are 
increasing in frequency every day. 

J. C. McWatrer, M.D.Brux., M.A... 


Dublin. Barrister-at-Law. 
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Reports of Societies. 


MEDICAL SOCIETY OF LONDON. 
Monday, April 25th, 1910, 
SamuuEL West, M.D., F.R.C.P., President, in the 
Chair, 
Gastroptosis. 

Mr, F. S. Eve read a paper on the surgical treatment of 
gastroptosis, and was followed by Dr. Ropert Hutcuison, 
who dealt with the principles of treatment of the same 
condition. The papers will be found published in full at 
p. 1098 and p. 1102 of this issue. 

Mr. Scanes Spicer observed that it had been well said 
that treatment was causation reversed, and described how, 
in his opinion, gastroptosis was due to faulty action of the 
diaphragm. He treated gastroptosis by a process of 
physical culture, the object being to secure centrifugal 
action of the diaphragm with the spine straight. 

Dr. Hertz said that he had examined twenty normal 
individuals leading active lives,and in every single case 
the curvature of the stomach was below the umbilicus, in 
one instance 5 inches below. He agreed with Dr. 
Hutchison that many people might have gastroptosis 
without suffering from gastric symptoms. 

Dr. F., Parkes WEBER said that it would be interesting 
to examine all patients, especially young adults, with 
orthostatic albuminuria, with the object of recording the 
conditions of the viscera in regard to the presence or 
absence of gastroptosis. 

The CuatrMAN pointed out that there were many condi- 
‘tions covered by the term “ gastroptosis ” which certainly 
might have some relation to each other, but could not be 
identical. With reference to the successful cases of 
operation for gastroptosis, it was necessary to remember 
that the patients had had a prolonged rest in bed, and 
there was no doubt that there was nothing like a long rest 
in bed to cure gastroptosis. 

After Mr. Eve and Dr. Hurcutson had replied, the 
meeting ended. 


LIVERPOOL MEDICAL INSTITUTION. 
Thursday, April 25th, 1910. 
Dr. T. R. Brapsnaw, President, in the Chair. 


‘Tae following were among the exhibits:—Dr. Joun Hay: 
A girl, aged 10, who for two years had suffered from 
<omplete paralysis of the right arm, hysterical in nature, 
and accompanied by Charcot's blue oedema. After ten 
applications of the faradic current complete power had 
returned to the arm and the oedema had disappeared. 
Mr. T. C. Lirttrr Jones: A patient from whom he had 
removed a Cerebral tumour, being a two-stage operation. 
It was situated in the right Rolandic region, and in shape 
and size resembled a norma! kidney, measuring 5} in. in 
length, and weighing over 4 oz. The patient's mental 
‘state had since become normal, and the previously 
existing optic neuritis had disappeared. Dr. O. T. 
WIttiaMs read a note on a case of Multiple myelomata in 
a& man, aged 37, who died two months after the first 
bay ge appeared. Within one month after the onset 
the first and second ribs on each side had become almost 
completely absorbed. The sternum fractured at the 
gladiola-manubrium junction, the lower portion pressing 
on the great vessels and giving rise to a murmur which 
was audible at a little distance from the chest. The 
ligaments of the sterno-clavicular joint on the left side 
were absorbed, and the inner part of the clavicle was 
drawn up into the neck. There was evidence of absorp- 
tion of bone in the lower cervical and upper dorsal 
vertebrae. The urine was at first clear, and later was quite 
milky when passed. The Bence Jonesprotein reaction was 
present on most occasions, but at times only a phosphorus- 
free glyco- protein was observed giving the reactions of mucin. 
The protein was separated, and found to contain a carbo- 
hydrate radical and a high percentage of sulphur. The 
output of ethereal sulphates varied from day to day. The 
evidence obtained from a study of the protein isolated 
‘Showed the probability of it being derived from the 
chondro-mucoid substance. The calcium in the urine was 


much increased, and an unusual deposit of sodium urate 
was found. Dr. E. E. Giynn stated that the tumour was 
composed of round cells which were typically myelomatous. 
Mr. Tuurstan Hontanp showed a series of radiographs of 
the bone from the case, which he called osteo-psathyrosis, 
the changes being due to a disappearance of the opaque 
bone salts. Radiographs of the right and left kidneys 
showed calculi in both. The PresipEnt said that a peculiar 
protein was present in the urine in this case, but he had 
not found the reactions indicating the presence of myelo- 
pathic albumose in the specimens submitted to him, though 
Dr. Williams had found them in other specimens. He 
had long held that cases of multiple myelomata with 
albumosuria were essentially different from those without 
it. Cases like the present where its presence was inter- 
mittent had not been contemplated. Possibly here 
there was also the same error of metabolism, but 
this had been arrested at different stages. Dr. Joun Hay, 
in a paper on the Senile heart, said that this was 
a local manifestation of general arterio-sclerosis, which 
in premature senility tended to be focussed in one 
or other viscus, not infrequently in the heart. The early 
manifestations of such a change were of two kinds: 
(1) Signs of diminished reserve power of the heart; 
(2) certain varieties of irregular action, such as (a) extra- 
systoles, (b) complete irregularity, (c) the alternating pulse. 
The arrhythmia could not be taken as any evidence of the 
extent of the arterio-sclerosis. It might attack a heart 
which was only moderately affected by the sclerotic change, 
while advanced cases might exhibit a regular action even 
up to death. Dr. Hurtsr drew attention to the frequency 
ot cerebral thrombosis in patients in whom the nodal 
rhythm had presumably become established. He had lost 
three patients from thrombotic hemiplegia within a few 
weeks of the inception of the abnormal rhythm; a fourth 
patient had just recovered from such an attack of hemi- 
plegia. The liability to this complication should not be 
overlooked in prognosis. The Prestpent remarked that 
the use of the polygraph had thrown much light on the 
real nature and significance of the irregular pulse; it was 
not desirable, however, nor practicable to use thiselaborate 
instrument in every case. 


SHEFFIELD MEDICO-CHIRURGICAL SOCIETY. 
Thursdays, April 7th and 21st, 1910. 
Mr. GreorGE WILKINSON, President, in the Chair. 


Tue following were among the exhibits at these meetings: 
Dr. H. Henry: (1) A child aged 4 months with Erb’s palsy. 
The forearm was markedly hyperpronated. There was no 
history of injury at birth. (2) A case of Fracture of the 
cervical spine in a man with dislocation between the fifth 
and sixth vertebrae. The injury resulted from a fall 
downstairs. Except for some slight local tenderness, no 
symptoms developed till six weeks after the accident, 
when the patient complained of stiffness, due to atrophy of 
the left shoulder muscles. There was now atrophy of the 
shoulder muscles of both sides and severe nerve-root pains. 
(3) A case of atrophic Muscular dystrophy, in which there 
was evidence of transmission through the female. Mr. 
W. S. Kerr: (1) A young woman in whom acute frontal 
sinusitis and Ethmozditis with displacement of the eyeball, 
had been cured by simple external drainage. (2) A man 
with Pansinusitis. A fistula in the inferior wall of the 
left frontal sinus communicated with a large orbital 
abscess. After operations on all the sinuses the nasal 
discharge had become inconsiderable. (3) A woman in 
whom acute Mastoiditis with a large perisinous abscess, 
following an acute otitis, had been cured by simple 
mastoid drainage. (4) A case after perisinous abscess 
and Thrombosis of the lateral sinus. There had been no 
rigors and the thrombosis was only discovered on opera- 
tion. The internal jugular was ligatured. (5) A case of 
Percevtive deafness with facial paralysis and anaesthesia 
of the same side and loss of taste in the anterior two- 
thirds of the tongue. No vestibular reaction could be 
obtained on that side. The condition was evidently 
one of syphilitic pachymeningitis. Mr. G. H. Poonry: 
Cases illustrative of congenital Abnormalities of the eye, 
including congenital dislocation of the lens in two 
sisters, and buphthalmos in two cousins. Dr. A. G. YaT#s: 


fi 
4 
| 
4 
| 
} 
} 


Tue Britisn 
MepicaL JouRNAL 


MEDICO-CHIRURGICAL 


SOCIETY OF GLASGOW. [Ma¥ 7, 1919, 


(1) A case of Spleno-medullary leukaemia showing con- 
siderable reduction in the size of the spleen and in the 
number of leucocytes under z-ray treatment. (2) A case 
of Lichen pilaris showing small horny spines surmounting 
brownish-red papules on the face—an unusual situation. 
(3) A boy with Myoclonis alleged to have been caused by 
a caning at school. Before the exhibition of cases com- 
menced, the PrEsIDENT gave a demonstration of Barany’s 
labyrinthine tests. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNAECOLOGICAL SECTION. 
Thursday, April 14th, 1910. 

Dr. MAacnavuGHTon-Jongs, President, in the Chair. 


Placenta Praevia and Caesarean Section. 
Dr. Henry Jetiett, of Dublin, in a paper on the 
place of Caesarean section in the treatment of placenta 
praevia, summed up his conclusions as follows: There 
does not appear to be any place for this operation 
in the modern treatment of uncomplicated cases of 
placenta praevia. In a few exceptional cases with 
a rigid condition of the cervix or premature rupture 
of the membranes, associated with an unhealthy 
atonic condition of the uterine muscle, it may be 
indicated. Such a condition might be treated by the 
vaginal plug, and, if internal haemorrhage then resulted, 
by Caesarean section ; but, personally, I should be inclined 
to treat such a case, if plugging failed, by incision of the 
cervix and the performance of bipolar version. The fetal 
mortality of placenta praevia is undoubtedly very high; in 
the Rotunda cases it amounted to 57.3 per cent. Is there 
any likelihood of materially reducing this mortality by 
Caesarean section? Apparently not, if we are to judge by 
the recorded results, unless we operate in every case, and 
who is prepared to do this? Iam unable to see any place 
for Caesarean section in the treatment of placenta praevia. 
What we really require in these cases is an advance in our 
methods of treating the collapse of haemorrhage, and the 
shock, and of combating infection, as thus we could 
reduce the present mortality and save some of the patients 
who are apparently moribund when they first come under 
treatment. The Presipent (Dr. Macnaughton-Jones) said 
that he still believed in the soundness of the principles 
which he had taught students in the past to follow in the 
management of the different forms of placenta praevia— 
the two most important of these being the indication of 
bipolar version gnd plugging. The most complete sum- 
mary of the entire subject was contained in the recently 
published brochure of Dr. Ludovico Moncalvi, Professor 
Mangiagalli’s assistant in the Institute of Obstetrics and 
Gynaecology in Milan. It entered fully into the statistics 
of several of the largest European clinics on such points 
as the nature of the placental presentation, the size and 
weight of the fetus and its presentations. and the whole 
evidence collected appeared to be on the side of those who 
maiatained that only in a very limited number of cases, 
if the condition had to be treated on scientific obstetrical 
priaciples, was Caesarean section called for or justified. 
Dr. HERBERT SpENcER said that Dr. Jellett bad done well 
to call attention to the small mortality which attended the 
performance of bipolar version. The cases which ter- 
minated fatally did so as the result of severe haemorrhage 
and infection before the treatment was adopted, and would 
not be saved, but would be further imperilled, by the per- 
formance of Caesarean section. He did not utterly con- 
demn the operation, but thought it justifiable in a very 
few rare cases of central placenta praevia at or near full 
term, with an undilated rigid cervix. He called attention 
to the remarkable series recorded by Krénig and Sellheim 
of 25 cases of placenta praevia treated by Caesarean sec- 
tion with no maternal or fetal mortality. Dr. Caaurneys 
thought that in placenta praevia the child must take its 
chance, and that any special attempt to improve the 
chances of the child would be at the expense of the 
mother. Dr. Purstow thought that plugging the vagina, 
if done efficiently, would give good results, and that post- 
partum haemorrhage was a most grave complication of 
placenta praevia—a complication, moreover, which 
Caesarean section would not guard against, unless the 
uterus was removed at the same time. Dr. AMAND 
Rovutu agreed with Dr. Jellett that there was no place 


for Caesarean section in the ordinary or routine treatment 
of placenta praevia, but it might be advisable where the 
cervix remained rigid and undilatable. Dr. W. J. Gow- 
thought it was only in acentral placenta praevia that treat. 
ment by Caesarean section should be considered. In post. 
partum haemorrhage occurring in cases of placenta 
praevia, the bleeding generally came from lacerations 
produced during extraction of the child. Another class of 
case in which he thought Caesarean section indicated wag 
when the patient had a purulent vaginal discharge in 
addition to a central placenta praevia, as this class of case 
was very likely to be followed by grave septic infection, 
Dr. W. S. A. GrirritH had performed Caesarean section. 
for placenta praevia on one occasion with a favourable 
result for the mother and the child, but he thought it 
monstrous to talk of Caesarean section as the treatment. 
for placenta praevia except in very rare and exceptiona) 
cases. 


MEDICO-CHIRURGICAL 
GLASGOW. 

Friday, April 15th, 1910. 
Dr. Witut1am Grant in the Chair. 
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Dr. Jas. H. Nicotn, in showing two infants recentlp 
treated by operation for congenital hypertrophic Stenosis 
of the pylorus, pointed out that this condition was compara- 
tively common. In its earlier stages its treatment, he 
said, was necessarily dietetic; such treatment cured a 
number of the slighter cases, though probably among the 
recorded cures had been included cases in which the 
diagnosis had been doubtful. For cases of more severe: 
degree dietetic treatment was useless, and its undue pro- 
longation destroyed the chances of operative success. For 
well-marked hypertrophic stenosis operative treatment 
was necessary, and, if undertaken before exhaustion or 
emaciation had become pronounced, gave satisfactory 
results. Dr. W. T. Ritcure (Edinburgh) and Dr. J. M. 
Cowan gave a lantern demonstration on Pulsis bigeminus, 
and Dr. Cowan showed a convenient form of polygraph. 
Dr. A. J. BALLANTYNE showed illustrations of two cases of 
Foreign body in the interior of the eye. The cases were 
almost identical in their essential features, but one was 
quite recent, while the other had received his injury 
fifteen years ago. In the former there was a small corneal 
cicatrix and a perforation of the iris below the pupil. 
When first seen, a few days after the accident, there was 
considerable opacity of the lens. This rapidly cleared up, 
and a few days later the foreign body, probably a chip of 
metal, could be seen impacted in the retina. The object: 
was also detected by radiography, but the large electro- 
magnet failed to move it. The older case presented a 
similar perforation of the iris, a small amount of opacity 
of the lens, and a foreign body in the same situation as in 
the other case, but in spite of clear transparent media the 
vision was very defective. It was considered that the 
deterioration of vision was due to the chemical action of 
the metallic particle on the retinal elements, and that the 
condition of the older case might be taken as an indication 
of the probable course of events in the more recent one. 


AN International Congress of Radiology and Electricity 
will, as already stated, be held at Brussels this year 
on September 13th and two following days. The 
work of the Congress will be distributed among three 
sections. One of these will deal with terminology, 
and the establishment of a uniform notation; another 
section will concern itself with fundamental theories 


and hypotheses, corpuscular rays, electro-magnetic 
radiation, ions and atoms. radio-activity, electrical 
and magnetic properties of matter, technical appli- . 


cations of electro magnetic waves. The third section 
will take for its province the biological sciences and 
medical radiology. The Congress is under the patronage 
of the King of the Belgians, and will be held under the 
auspices of the Société Francaise de “Physique, the 
Deutsche physikalische Gesellschaft, the Electro-tech- 
nischer Verein, the Dutch Society of Sciences, the Beigian: 
Society of Radiology, and the Paris Society of Medical 
Radiology. Communications relative to the Congress 
should be addressed to the Secrétariat Général du Comite 


Organisateur, 1, rue de la Prévoté, Brussels. 
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Rebicius. 


HEART DISEASE. 

Tur bibliography on the subject of cardiac and vascular 
disease has of late years assumed voluminous proportions, 
but, in spite of this fact, the work published in 1908 by 
Dr. JAMES MackENZIE, on Diseases of the Heart,! appears 
to have supplied a real want, and the demand for it has 
necessitated the issue of a second edition within eighteen 
months. This prompt recognition of its merits and its 
early translation into other languages are doubtless due to 
the fact that it presents a faithful record of actual personal 
observation and thought, amplified by the results of the 
experimental labours of others, rather than a reiteration of 
their opinions and quotations. It has long been a stand- 
ing defect of clinical teaching on circulatory disorders that 
opinions founded more or less upon guesswork have been 
too readily accepted as authoritative. The trend of recent 
study has happily been directed towards patient observa- 
tion and graphic record. In our review of the first edition 
in the British Mepicat JournAL, 1908, vol. ii, p. 1683, we set 
forth the general scope of the work in detail, and it is 
evident that our estimate of its great value both to the 
student and to the practitioner was by no means over- 
stated. Simplicity ot statement and clearness of descrip- 
tion are essential to any work of reference, and in these 
qualities Dr. Mackenzie’s style is pre-eminent. New 
experiments and new thoughts on the normal cardiac cycle 
have followed one another with confusing rapidity of late, 
and busy men have found it difficult to keep pace with 
them. A reference to this book, thoroughly indexed both 
as regards page and paragraph, will enable the reader, 
even if he be in a hurry, to ascertain the latest intelligence 
on the point at issue. The author fully recognizes that 
the goal is still far off, and he does not suggest that his 
observations are to be regarded as final settlements of 
disputed questions. He rather invites corroboration or 
disproof. An incorrect observation or an unsound deduc- 
tion may yet lead to correct discovery, although both may 
have to be rejected in the process. To follow with pre- 
cision the modern lines of thought on cardiac symptoma- 
tology it is necessary to obtain a clear understanding of 
the viscero-sensory and viscero-motor reflexes. The 
explanation given in some of the earlier chapters, and 
especially with reference to angina pectoris, is admirably 
clear. Their significance in diagnosis and the consequent 
clue which they sometimes give to rational treatment 
deserve far more attention at the bedside than they 
usually obtain. However skilled the eye or the hand 
may become, the information which they afford is incom- 
plete if not corroborated by instrumental demonstra- 
tion. Improvements in the sphygmograph, its association 
with the polygraph, the latest form of which is so con- 
structed as to write with ink, have greatly aided the 
physician in the interpretation of physical signs. A vast 
number of observations have been made with these instru- 
ments, and the tracings of typical conditions are illustrated 
and explained by Dr. Mackenzie in terse and definite 
terms. Most of these were included in the first edition of 
the book, but a new feature appears in the edition before 
us in the shape of a chapter on the electro-cardiogram. 
By means of this instrument, which is here described and 
explained by Dr. T. Lewis, a new field of investigation has 
been opened up. Its action depends upon the fact that all 
muscular contraction, whether somatic or visceral, is 
attended with some electrical manifestation. A band of 
muscie, stimulated to contract, is found to be electro- 
negative at its contracting end, each segment of the muscle 
as it contracts showing the same electric change. When 
the contraction is over the stimulated end is found to be 
electro: positive. By connecting the two ends of such a 
Contracting muscle to a suitable recording apparatus, these 
electrical changes can be graphically demonstrated. It is 
obvious that direct contact cannot be made with the living 
heart, but it has been shown that the electrical reactions 
from basal contractions can be picked up by leads from the 
right arm, while the apical results can be gathered through 
the legs or through the left arm. Hence it is possible to 
gauge to some extent the direction of each contraction 

1 Diseases of the Heart. By James Mackenzie, M.D., M.R.C.P, 


Second Edition. Oxford Medical Publications. London: H. Frowde 
and Hodder and Stoughton. 1910. (Cr. 4to, pp. 439, illustrated. 25s.) 


wave, and to determine approximately their starting 
point. Information is further afforded as to the presence 
and vigour of auricular contractions and their relation to 
the apical movements. This elaborate method is stil] in 
its early stages of usefulness, but it gives promise of futere 
value in early cases in association with other imperfect 
methods of diagnosis, which too often only suffice to tell 
the tale of hopeless damage, discovered too late for any 
curative treatment. Dr. Mackenzie’s work fully deserves 
the success it has achieved. 


Professor RomBere, of Tiibingen, is well known as an 
earnest student of cardiac and vascular diseases, and the 
first edition of his large work on the subject,’ published in 
1906, has already found its place in all the best medical 
libraries. His object in writing it, in the first instance, 
was to advance the healthy alliance of empiricism with 
scientific thought. The call for a second edition has 
shown that his object has been widely appreciated. Muck 
has been done during the last four years in the investiga- 
tion of blood pressure and the venous pulse, and there is 
danger, as the author points out in his latest preface, that 
conclusions may be too easily drawn from one or two lines 
of investigation only, and that the importance of certain 
results may be altogether over-estimated. The problem 
must be examined from all sides, and it must be admitted 
that in the preparation of this voluminous work before us, 
Professor Romberg has been true to his text. Much of the 
matter in the preliminary chapters remains as in the first 
edition, but the newer observations on blood pressure, 
mainly those by German observers, are coilated; the 
criticism to which they are subjected is to the effect that 
there is as yet no positive means of distinguishing for 
certain the relative parts played by the heart and the 
vessels respectively in the production of a high tension 
pulse. The subjective phenomena of heart disease 
are closely examined; the pain of angina pectoris is 
attributed to painful excitation of the _ sensitive 
nerves of the heart, no attention being paid to the possible 
aortic origin of it. Much space is devoted to the dis- 
cussion of the effects produced upon other systems of the 
body by the circulatory disturbance caused by heart 
diseases, and also to the converse proposition as to the 
effects of visceral or zymotic diseases upon the circulatory 
system. These chapters are full of sound analysis of the 
work of others, and of practical suggestions from personal 
experience. The fact that a bibliography covering eight 
pages is laid under contribution will serve to show how 
thoroughly the subject has been investigated. A long 
chapter is devoted to chronic insufficiency of the heart 
due to changes in the muscular substance of the organ 
itself, whether produced by sclerosis of coronary vessels, 
chronic myocarditis, fatty changes, or idiopathic dilatation 
or hypertrophy, the effects of valvular disease being con- 
sidered separately. The excessive beer drinking, espe- 
cially in South Germany, has led to the recognition of a 
“beer heart,” mainly hypertrophic and fatty. Treat- 
ment is very fully discussed. The uses and abuses 
of gymnastic exercises are very closely analysed, and a 
preference expressed for the system advocated by Herz ct 
Vienna over those of Oertel and the Schotts. The closest 
supervision is needed in all cases, and especially under the 
Oertel system, where it is always possible for exhaustion 
to come on before the patient has reached his home. The 
subject of pericarditis is not so voluminously treated, but 
the observations differ in certain points from the common 
experience in this country. One of these differences is the 
relative frequency of tuberculous pericarditis ; tuberculosis 
is placed by Professor Romberg next after rheumatism as 
the commonest cause. The operation of paracentesis as 
practised by Curschmann is preferred, and the preceeding 
is fully described. A flat trochar and cannula are used, 
the point of election for puncture being in the fifth or sizth 
space, outside the nipple line. The later part of the book 
is devoted to the subjects of arterio-sclerosis, aneurysm, 
and phlebitis, and the whole work is concluded by an inte- 
resting summary of modern experience of cardiac and 
vascular neuroses, and a treatise which may be said to be as 
exhaustive of its subject as it is exhausting to peruse is 
thus completed. 

2 Lehrbuch der Krankheiten des Herzens und der Blutyefdsse. By 
Professor Ernst Romberg, of Tiibingen. Second edition. Stuttgart: 
ae Enke. 1909. (Sup. roy. 8vo, pp. €C0O; 69 illustrations. 
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TUMOURS OF THE BREAST. 
Proressor Cornit’s book on tumours of the breast 
deserves more than passing notice.’ It consists entirely 
of the record of personal investigations of the morbid 
anatomy of growths submitted to him for examination. 
Including as it does the consideration of chronic mastitis 
and tuberculosis, all forms of simple growth and the 
malignant growths, it forms a connected study of morbid 
transformation of the breast in general. Chronic mastitis 
is first considered, and the term is confined to a condition 
whose chief characteristic is a chronic inflammation of 
the lactiferous ducts. Professor Cornil does not describe 
chronic interstitial mastitis as it is envisaged by many 
other pathologists. He rather includes this lesion among 
the types of “ fibro-adenomatous disease.” After a descrip- 
tion of tuberculosis and of galactocele, the tumours of the 
nipple are discussed under the headings ‘ cutaneous 
papilloma,” ‘papilloma of the lactiferous ducts,’ and 
* Paget's disease.” Papilloma of the ducts is separately dis- 
cussed because, although according to the author it 
resembles histologically the ¢pithéliome papillaire of the 
gland, it is always benign, whereas the latter is included 
by him among the malignant tumours. With regard to 
Paget’s eczema, he is inclined to look upon the coexistence 
of eczema and cancer as simply coincidence, emphasizing 
the fact, which is admitted, that no particular type of 
cancer is constantly associated with Paget’s eczema and 
that the cancer is never squamous-celled. Chapter LV is 
devoted to benign growths, chiefly the fibro-adenoma. 
. While three main forms of the latter are described, the 
. interacinous, the intra-acinous, and the papillomatous, the 


author considers and describes as allied conditions both ° 


simple cysts and general cystic disease. No finality in 
classifying these conditions will, of course, be reached so 
long as we remain in the dark as to etiology, and Professor 
Cornil’s plan of grouping them together is certainly 
illuminatiog from the morbid anatomy standpoint. In all 
forms there is a new formation of connective tissue and 
glandular tissue, the connective tissue overgrowth being 
either interacinous, intra-acinous, or projecting into the 
culs-de-sac and ducts to form papillomatous buds. Some- 
times, however, the epithelial overgrowth predominates 
when a more purely adenomatous growth develops or the 
proliferation of epithelium may bring about the formation 
of cystic dilatations, few or numerous. The author 
ascribes little influence to the mechanical effects of con- 
nective tissue overgrowth in producing cysts in the 
breasts, and looks upon the process as more active than 
passive. In Chapter V are described the rare conditions— 
fatty tumour, myxoma, chondroma, osteoma, and certain 
infrequent forms of cyst. Chapter VI deals with sarcoma, 
and following the same plan as adopted for the fibromata, 
the author describes a sarcoma “en masse” and a sarcoma 
* papillaire.” On pp. 173 and 185 we find the same illus- 
tration doing service for round-celled sarcoma and spindle- 
celled sarcoma. 

The reader will probably turn with the greatest interest 
to the chapters on “ Cancer,” or as the French nomen- 
clature has it, “‘Epithelioma.” First is described a 
‘‘ papillomatous cylindrical-celled epithelioma ” ; specimens 
are included under this heading in which many patholo- 
_ gists would find no evidence of malignancy. What is 
usually described as ‘‘cystic disease with intracystic 
growth” is here classed as malignant. Professor Cornil 
is not very conviacing in his distinction between this 
type and the papillomatous fibro-adenomata. He states 
that it differs from the pure adenomata in the absence of 
glandular basement membranes and the abundance of the 
papillae, from the fibro-adenomata in the delicacy of its 
papillae, the length of the cylindrical epithelial cells, and 
particularly in the exuberant production of these cylindrical 
cells. A rather striking illustration of the difficulty is 
shown by a comparison of Figs. 33 and 88, which are 
identical; yet on p. 100 the figure is given to illustrate 
_ papillae on the inner surface of a simple cyst, on p. 209 it 
is used to illustrate “épithéliome papillaire,’ which is 
placed in the malignant group. The comparison made 
between this growth and the papillary cysts of the ovary 
isa suggestive one. It is distinguished by the author from 
the canalicular epithelioma, or, as we should say. the duct 
cancer, which receives separate consideration. This duct 


3 Les tumeurs du sein. By V. Cornil. Paris: Félix Alcan. 1908° 
Sup. roy. 8vo, pp. 342; 169 illustrations. Fr. 12.) 


cancer is divided into two forms—in the one of which the 
growth is confined to the ducts, in the other is associated 
with acinous cancer. 

Acinous cancer proper is described and figured at con. 
siderable length, and in the course of the article man 
interesting problems are discussed—for example, whether 
early cancerous changes can ke studied in the acini at the 
margin of a growtb, and the process by which cancerous 
acini transgress their boundaries. Leucocytic digestion of 
the acinous wall is held to be the chief factor in the latter 
process. The author does not discuss metastasis in any 
detail. The statement that secondary growths are 
extremely rare in the genital organs would not hold for 
this country, where ovarian metastases are not uncommon. 
The volume ends with a short discussion of some general 
problems—the inoculability of cancer and the parasitic 
theory. Professor Cornil has had the opportunity of 
personally investigating Doyen’s work on the Micrococcus 
neoformans. He states that, in his opinion, no proof has 
been given that it is a causative agent in cancer. Enough 
has been said to show that this book is of great interest to 
surgeons and pathologists; its value is enhanced to the 
former by the detailed descriptions of the naked-eye 
appearances of growths, and to the latter by the numerous 
examples of growths in the mammae of some of the lower 
animals, particularly the dog and the cat. It will remind 
both how much is yet unknown about disease which is 
widespread and common in an organ which is favourably 
situated for detailed clinical and histological study. 


NASO-LARYNGEAL DISEASE. 
Dr. J. Gare in his work on diagnosis and treatment of 
nasal disease‘ has produced a book that will be of service 
both to specialists and general practitioners, though the 
latter may find it difficult at times to select the most 
satisfactory mode of treatment from the multitude de- 
scribed. 1t shows evidences of wide reading, and is fully 
up to date, describing, amongst other methods, that of 
illuminating the larynx and pharynx by means of Hay’s 
pharyngoscope. It commences with a brief but amply 
sufficient anatomical, histological, and physiological 
account of the nasal passages and the accessory sinuses. 
A full description is given of the various methods of nasal 
illumination, and there is a well-written clinical account of 
the rhinoscopic picture, with good advice relating thereto. 
In the chapter on general semeiology is an excellent 
account of the pseudo-adenoid type of face, the difference 
between it and the true adenoid type being fully dis- 
cussed. In the discussion of the reflex neuroses of nasal 
origin stress is laid upon the fact that small polypi may be 
a cause of asthma, but the reflex theory is not carried to 
the wild extremes in which some writers have indulged. 
The chapter on nasal diphtheria is good, but more stress 
might have been laid upon the virulence test. The 
diagnosis and treatment of turbinal hypertrophy are well 
described, and the necessity for the avoidance of adrenalin 
and cocaine in their treatment by operation explained. 
The chapter on post-nasal catarrh is disappointing, only 
five pages being given to one of the most frequent of 
nasal troubles. It seems to be treated more as a disease 
sui generis than as a symptom of the most varied intra- 
nasal lesions. The latest views of the etiology and treat- 
ment of ozaena are fully discussed. The views advanced 
relative to the operative treatment of adenoids would 
meet with opposition in many quarters. Unnecessary 
space is devoted to Asch’s operation on the septum, now 
practically abandoned; the author himself advocates 
Killian’s method whenever practicable. The diagnosis: of 
intra-nasal suppuration and the question of transillumination 
is fully discussed, but the recommendation to treat antral 
suppuration by the alveolar route would not receive much 
support in this country. Empyema of the frontal sinus 
and ethmoidal cells is well described, through Watson 
Williams’s modified Killian operation, referred to later 
under the treatment of pan-sinusitis, is not mentioned. The 
book contains numerous illustrations and four _ plates, 
including a valuable anatomical drawing. It contains also 
many useful therapeutic hints, and various kinds of loca 
anaesthetics are admirably dealt with. A clear account is 


4 Diagnostic et traitement des maladies du nez. Par le Dr. J. Garel. 
Third edition. Paris: Vigot Fréres. 1910. (Cr. 8vo, pp. 464, illus- 
trations 145, and 4 plates, Fr. 7.) 
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also given of the uses and abuses of nasal lotions and 
the differences of action between hypotonic and hyper- 
tonic solutions. 


In view of the increased attention that is being directed 
by students and practitioners to the recognition of diseases 
of the nose and throat, a small volume on hints on 
rhinology and laryngology for general practitioners by Dr. 
Joann Fern® is a welcome addition to the literature on 
the subject from a practical point of view. The scope of 
the book prohibits any attempt at a full and complete 
differential diagnosis of many of the diseases mentioned, 
but there is sufficient to enable the practitioner to recog- 
pize diseases of these regions at a very much earlier date 
than is usually the case, and also to enable him to treat 
successfully many of the minor ailments referred to. 
There is a full table of contents and a good index. The 
various clinical methods of examination are fully described, 
and their rationale is in many cases explained. Space is 
wisely not taken up with descriptions of operations which 
are not within the province of the general practitioner, the 
details of which should be looked for in larger works; but 
advice as to what may be wisely attempted and what 
should be left to the specialist is in all cases given. There 
are about forty illustrations, some of which are useful, 
while the space taken by others would have been 
better filled by a fuller description of anatomical details 
and the relationship of the accessory sinuses to the nasal 
cavity. The author strongly objects to the use of the 
term ‘chronic cold in the head” as if it were a definite 
entity, and not, as it really is, merely symptomatic of 
various pathological conditions. The factors of nasal 
breathing and obstruction are clearly brought forward, 
and the importance in the latter class of case of a thorough 
examination of the nose and naso pharynx insisted upon. 
There is little attempt to distinguish between the various 
forms of accessory sinus disease, but enough is said to 
enable a diagnosis of sinus disease to be made. As usual, 
the author has a few special forms of instrument that 
he prefers, but these are mainly matters of individual 
taste, though his preference for a_ straignt tongue 
depressor in throat examinations is difficult to under- 
stand. The same may be said with reference to 
his choice of nasal speculum (Chiari) which has many 
disadvantages and no advantages over the ordinary 
Thudichum. The form of post-nasal curette devised b 
himself and illustrated seems excellent, but the difficulties 
that its use is intended to obviate must be uncommon. 
The removal of tonsils and adenoids in young children 
without an anaesthetic is recommended as the routine 
method. Peritonsillar abscess and its treatment are fully 
and excellently described. The question of the function 
of the tonsil as a protection against the entrance into the 
system of germs is discussed, and in the author’s opinion 
there is no ground, anatomical or clinical, for considering 
them to have much influence in this respect. He considers 
that an enlarged tonsil projecting much beyond the pillars 
of the fauces is more likely to aid the entrance of germs 
than to destroy them, and therefore is better removed. 
The book shows considerable clinical experience, and 
should prove of great value tc those for whose benefit it 
has been written. 


__A TREATISE OF TERATOLOGY. 
Tur article by Dr. Paut Ernst upon malformations of the 
nervous system, and that by Dr. F. Kermauner upou 
malformations of the female generative organs, which 
together constitute a section of Professor E. ScHWALBE'S 
textbook of the teratology of man and animals,‘ attain the 
same high level of excellence which characterized the 
various articles in the previously published parts of this 
most interesting and instructive work. Dr. Ernst deals 
exhaustively with all the various malformations of the 
central nervous system, and illustrates his descriptions 
and explanations of the abstract conditions, with numerous 
well chosen figures and well conceived diagrams which 
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greatly facilitate the comprehension of the many compli- 
cated phenomena which the student of malformations of 
the nervous system must understand. It is quite possible 
that Dr. Ernst’s views regarding causation may not receive 
unqualified acceptance, but it is impossible not to admire 
the masterly manner in which he has grouped his facts 
and formulated his opinions. 

Dr. Kermauner also deserves hearty felicitations on his 
position of the malformations of the female generative 
organs. The subject he deals with is not so complicated 
as the morphology of malformations of the nervous 
system, but the explanation of some of the conditions he 
describes still eludes investigators, and suggestions regard- 
ing causation must suffice till proof is forthcoming. It 
cannot be claimed that Dr. Kermauner’s article is final, 
nevertheless by its production he earns the gratitude of all 
who are interested in the teratology of the female genera- 
tive organs, for not only bas he grouped the factors of this 
subject in a scientific manner, but he bas also placed in 
the hands of all who desire to use it a compendious 
bibliography, which will prove of the utmost service, 
and he bas furnished excellent figures of many interesting 
abnormalities. 


THE ULTRA-MICROSCOPE. 

Dr. Paut Gastou, Director of the Central Laboratory at 
the Hospital of Saint Louis, has produced a useful little 
volume entitled L’ Ultra microscope.’ The earliest appli- 
cation of the ultra-microscope was made by Siedentopt 
and Zsigmondy, but it was not until some considerable 
time afterwards that Landsteiner, Hoffmann, and others 
began to make use of it for clinical and diagnostic pur- 
poses. In the Presse médicale of April, 1908, Dr. Gastou 
drew attention to the importance of the use of the ultra- 
microscope in syphilis. Since that time be and his pupils 
bave been extending their observations, and this volume is 
the outcome of their labours. Dr. Gastou writes enthusi- 
astically of its advantages; he claims, in fact, that the 
use of the ultra-microscope is now indispensable in the 
diagnosis of syphilis and other diseases of an organismal 
origin. Various forms of apparatus and methods of 
illumination are briefly described, usefal hints are given 
as to focussing, media to be employed, etc., and some of 
the more important sources of error in interpretation are 
noted. The book is {ull of practical hints, and is clearly 
and concisely written. Its perusal leaves the impression 
that manipulation of the ultra.microscope is really quite a 
simple matter. The present writer consequently made 
the attempt, but soon found that it requires more practice 
and delicacy of manipulation than the book would lead 
one to suppose. There can, however, be little doubt tbat 
it is a most serviceable adjunct to biological research and 
to clinical diagnosis. It should receive a more wide trial 
in this country, and any one intending £0 to do will find 
Dr. Gastou’s book very helpful. 


NOTES ON BOOKS. 


THE fourth edition of An Index of Symptoms, by Dr. 
LEFTWICH, which has now appeared, will doubtless make 
successful appeal to much the same class as its prede- 
cessor. In spite of the considerable additions to the 
number of symptoms considered and to the list of 
synonyms, explanations of terms, and of reference to 
laboratory tests, the volume is even more compact than 
formerly. It is made up of a list of all recognized symp- 
toms of disease entered alphabetically, subclassified 
under the name of the region in which they are generally 
noted, and to each of such symptoms is attached a list of 
diseases in which they may be present. Hence the student 
or practitioner on recognizing a symptom can find out 
promptly in what diseases it is ever noted, and by tracking 
all the symptoms in the same way can arrive, if need be, 
at a probable diagnosis by a process of exclusion. The 
book represents an immense amount of Jabour in compari- 
son with the space occupied, and might often be found 


useful. 


7 L’Ultra-microscope dans le diagnostic clinique et les recherches de 
laboratoire. Parle Dr. Paul Gastou, Directeur du Laboratoire Central 
et Chef du Laboratoire de radiologie de l’Hopital Saint Louis. Les 
Actualités Médicales. Paris: J. B. Bailli¢re et Fils. 1910. (Cr. 8vo, 
pp. 63; 25 figures. Fr. 1.50). 

8 An Index of Symptoms. By Ralph Winnington Leftwich, ‘M.D. 
Fourth edition. London: Smith, Elder, and Company. (Pott. 8vo, 
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THE ROYAL COMMISSION ON THE 


POOR LAW AND RELIEF 
OF DISTRESS. 


Mr. Bootn’s MEemoranDA. 

Ever since the report of the Royal Commission on the 
Poor Law appeared it has kecome increasingly‘ evident 
that the schemes of administration through county and 
county borough councils recommended by both the 
Majority and the Minority Reports are not regarded with 
any great favour in high official quarters. The difficulties 
of readjustment of areas and properties if the Poor Law 
areas had tc be assimilated to those of counties and 
county boroughs were pointed out by Dr. Downes in his 
special memorandum, and he suggested that all the 
requisite reforms could be attained by groupings of 
existing Poor Law areas. The Right Hon. Charles 
Booth, who was a member of the Royal Commission but 
had to retire through ill health, had submitted several 
memoranda to the Commission in 1907, and these he has 
now published, with some additional notes, in a volume, 
entitled, Poor Law Reform.' In the main, Mr. Booth 
agrees with Dr. Downes, especially in opposing the 
recommendations of the Majority and the Minority 
Reports that county and county borough councils should 
be the authorities for dealing with the poor, and in advo- 
cating a separate authority to deal with destitution. Mr. 
Booth now goes fully into details, and presents a com- 
plete scheme for the grouping of all existing Poor Law 
areas. He Jays down three principles: 


(a) That the great urban populations need different 

treatment as compared with the rest of the country. 

(6) That the areas of administration should be enlarged 

by grouping of unions. 

(c) That there should be increased local autonomy, with 

more adequate inspection. 

The method he recommends is to retain present unions 
as the units for grouping under district Poor Law boards. 
Direct ad foc election by ratepayers would be retained, 
but on each board the Local Government Board is to be 
represented by nominees whose numbers would be in 
proportion to the Exchequer grants and who would be 
chosen from local residents qualified for the work and 
include enough women, together with those popularly 
elected, to make the total of women not less than one- 
eighth of the board. The Local Government Board 
inspectorate would have to be strengthened by the 
appointment of assistant inspectors and by the employ- 
ment of expert assistants for special services and Poor 
Law work would be under a distinct department of the 
Local Government Board. 


Statistics of Pauperism. 

_A considerable part of the book is taken up with statis- 
tics of pauperism, full particulars being given of every 
union in England and Wales. In two maps are shown 
the present union areas and also the areas of the proposed 
groups of unions, and particulars are given about 
administrative counties and county boroughs in order to 
demonstrate that if county and county borough areas were 
adopted there would have to be no less than 225 adjustments 
of boundaries, many of which would be very difficult, and, 
what is worse, would not be final. The following statistics 
are important to a right understanding of the problem; 
they refer only to England and Wales, and are exclusive 
of lunatics and vagrants. 

On January 1st, 1905, there were 831,486 persons in 
receipt of relief, an increase of 80,000 in the last ten 
years, which is much greater than in the previous decade. 
Population has, however, increased faster than pauperism, 
as the paupers were 27 per 1000 in 1885, 25 per 1,000 in 
1895, and 24 per 1,000 in 1905, but the improvement is 
gradually becoming less marked. Meanwhile the cost of 
pauperism has increased enormously. In 1882 it was 
£8,248,000, or 6s. 4d. a head of population ; in 1902 it was 


1 Poor Law Reform. By Charles Booth. Being memor - 
mitted in April and December, 1907, to the Royal ee se, 
Poor Laws and Relief of Distress (with some additional notes). (Dbl. 
cap. 4to, pp. 130; 2 maps.) An octavo edition containing the complete 
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£12,890,000, or 7s. 11d. a head; and in 1905 £14,025,000 
or 8s. 7d. a head of population. These figures are even 
worse when analysed; fully two-thirds of the population 
that is 23 out of 33 millions, now live under urban condi. 
tions, and though a marked improvement has taken place 
in rural districts, a marked deterioration has been going 
on in the urban districts. In other words, urban conditions 
are conducive to pauperism. This fact, taken in connexion 
with the magnitude of the urban population and its 
rapid and ceaseless growth, is what constitutes the 
seriousness of the present situation. The cost of relief in 
London is quite startling; it averages £24 17s. for each 
pauper, while in the provincial urban districts it is only 
£13 18s., and in the rural areas only £12 8s. No explana- 
tion can be given of the cause which makes the cost in 
London almost double that in the rest of the country, 
As to the increase of expenditure, again the mischief ig 
mainly urban. The urban increase in cost is 97 per cent. 
during the last thirteen years, or from £5,260,000 to 
£10,340,000, while the rural increase is only 12} per cent., 
or from £1,440,000 to £1,620,000. The expenditure has 
far outrun the growth of population; between 1881 and 
1891 there was a great effort to keep down the cost, 
and it is since 1891 that the figures have become so 
startling. 

In England and Wales there are 645 Poor Law unions, 
and it is suggested that they should be grouped into about 
40 districts, each with its own Poor Law Board, the great 
urban unions being treated differently from the rest. 


The Great Urban Groups. 

Mr. Booth recommends that wherever there is a popula 
tion socially and industrially interconnected and sufficient 
to justify the provision of a complete set of institutions, 
the existing unions should be combined into groups for 
administration, and a common poor rate levied for the 
group. Present urban unions would only be kept for 
electoral purposes, the ratepayers in each union electing 
representatives to the district board. In this way 
136 urban unions, with a population of about 20,000,000, 
would form 13 great urban groups, each with its own 
board. Among these, London, with its 48 unions and 
population of about 6,742,000, would form a single district 
under one board. This may seem inconveniently large, 
but no subdivision would seem to be quite satisfactory. 
Another board would manage the 8 unions of Liverpool, 
Birkenhead and district, and another would comprise the 
9 unions of the Manchester district. The other groups 
would be Mid-Lancashire, Leeds and Bradford, Sheffield, 
the Tyne and Tees district. Birmingham, Nottingham and 
Derby, Cardiff, the Potteries, Bristol District. and the Solent 
district. Each of these 13 great urban boards would have a 
complete set of institutions, and would take over _the 
duties and liabilities of the present guardians, though it is 
suggested that any duties not connected with the Poor 
Law, such as vaccination, registration of births, etc., 
should be handed over to other authorities so that the 
new boards would only deal with Poor Law work. 
Detailed administration of relief would be entrusted by 
the boards to local committees consisting of members of 
the board with co-opted nominees, as already explained. 


Non-urban Groups. 

There remain the 509 smaller urban and rural unions, 
with a population of 13,000,000, for. which a different 
system is advocated. It is recommended that each union 
should retain its own board of guardians, elected as at 
present, but that the number of guardians should be 
reduced as far as efficiency would allow. For certain pur- 
poses, however, contiguous unions would be grouped, about 
27 groups being thus formed, each with a population of some- 
thing like half a million. For each group a joint district 
board would be formed, consisting of the chairman and one 
other guardian from each union, together with nominees, 1n- 
cluding women, chosen by the Local Government Board from 
qualified local residents. Each separate union would have 
its poorhouse with receiving home and test house for 
cases pending classification; also temporary sick wards, 
and perhaps permanent accommodation for the aged and 
infirm, and separate provision for children apart from the 
poorhouse. All other institutions, making a complete set 
for each group, would be provided and managed by the 
joint board—for example, special hospitals for serious 
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surgical and medical cases, and institutions for epileptics 
and feeble-minded, for midwifery cases, for all children 
over 5 years of age, and for the destitute able bodied. 
Each union would levy its own rate, and would pay the joint 
poard at a fixed rate for the care of its paupers sent to the 
central institutions, the payment being below the cost 
incurred, and the deficiency being made up partly by grants 
in aid, and partly by the several constituent unions 
according to rateable value, the object being that the 
purthen should be borne jointly. Mr. Booth hopes that 
from this joint liability would grow up a right of interfer- 
ence by the joint board with any constituent union, or by 
the Local Government Board, if the action of any district 
or any union seemed to demand it. The joint board would 
thus be able to insist on uniform rules regulating admission 
to institutions, which is especially desirable tor the able- 
bodied. Outdoor relief would be administered by each 
individual union, but uniformity of action throughout the 
group would be secured by rules laid down by the joint 
board, and perhaps formulated in a general way by the 
Local Government Board, and the observance of these 
rules would be made a condition of Local Government 
Board subventions. The improved organization of institu- 
tions for enlarged areas would react favourably on outdoor 
relief, as sufficient institutions would be provided by the 
district boards for all emergencies, and the excuse that 
there was no accommodation, so often given for not offering 
the house, would no longer apply. 

Referring to the size of groups, the first essential is 
a population large enough to justify a full set of insti- 
tutions and a constant supply of inmates numerous enough 
to enable the management to combine economy with effi- 
ciency. Thus it is a question of population rather than of 
area. With larger areas a new dignity would be added to 
the service; and, as the Local Government Board would 
only have to deal with forty bodies in all, its influence 
would be far more real and a more uniform and consistent 
policy would be ensured. 

Mr. Booth is strongly opposed to putting Poor Law 
administration into the hands of county and county 
borough councils, and thinks that the concentration of 
local work may easily be overdone, Sanitation, public 
health, police, and perhaps also education, go well together, 
as in the last resort enforcement is the basis of action. 
But the Poor Law, though it stands ready to assist, waits 
to be asked, and its action is thus fundamentally different 
incharacter. Doubt is expressed whether town or county 
councillors have the special qualities or could give the 
necessary time to Poor Law work, burdened as they are 
with other duties. It is also pointed out that, in the case 
of nearly one-third of the unions, transfer to the county 
authority would necessitate division of unions, as no less 
than 108 unions are in two counties, 17 in three counties, 
and 57 are in one administrative county and one county 
borough. Many urban unions would also have to be 
bro¥en up, which would mean a less equitable distribution 
of the burden of pauperism than now. Moreover, the 
adjustments would have no finality, being liable to fresh 
alteration with every borough extension. There are also 
many cases in which county boroughs are actually smaller 
than existing unions, and enlarged areas could only be got 
by extending the borough boundaries—alterations which 
may cause friction and are often intensely unpopular. 
Mr. Booth thinks it would be far better to build up from 
existing unions, so that the populations dealt with by each 
district board could be sufficiently large. No changes of 
boundaries would then be needed, and urban and rural 
administration would be kept distinct as is necessary. 


Sickness. 

In dealing with sickness, Mr. Booth expresses the opinion 
that there are distinct spheres of work for the Poor Law, 
the public health authority, and voluntary agencies. The 
basis of Poor Law action is destitution, present or impend- 
ing; its service is only rendered to those who ask for it; 
its inquiries are searching, and reimbursement of the cost 
may be insisted on. But with the public health authority 
the service is a propaganda; it is urged and may be 
enforced, and is almost necessarily free of charge, and 
though its scope may be destined to be enlarged, there are 
limits beyond which it cannot go without entirely changing 
its basis. Voluntary agencies stand ready to help any one 
im need of assistance, expecting that iene who can pay 


will do so; but the service is given first, and there is no 
legal obligation to repay; the resources also are limited, 
and difficult cases get the preference. Public health insti- 
tutions are differentiated by the character of the disease 
dealt with, and it has been suggested that a similar dis- 
tinction might be drawn between Poor Law work and 
voluntary work—for example, that acute cases should go 
to the voluntary agencies, and chronic cases to Poor Law 
institutions, all patients being treated irrespective of means, 
and all made to pay what they can afford. Mr. Boothdoes 
not abandon hope of a harmonious co-ordination of these 
three services. The public health authority rests on an 
absolute legal obligation, and a sufficient field remains for 
both Poor Law and voluntary work. 


The part played by voluntary agencies will always be uncer- 
tain and irregular, but the more definite the lines voluntary 
institutions lay down for their guidance, the more possible will 
it become to recognize their special place and function in a 
general system.... Charitable agencies select the cases 
which they choose to serve, and on the guardians falls the 
burden of providing for those rejected by charity. But the 
pressure upon voluntary effort and upon private resources will 
be affected by the degree of deterrence attached to the methods 
of Poor Law relief. It may not be easy to find the basis of 
action under the Poor Law which will yield the required balance 
of deterrence on the one hand and stimulus on the other, and 
local rules may rightly vary, but the influence exerted should 
be progressive, tending always, however slowly, towards 
depauperization. 

It is admitted that in outdoor work the three systems 
overlap a good deal; the classes treated are not kept as 
distinct as they should be. The difficulty is mainly in 
large towns, and might be subjected to regulation by 
agreement. The distribution of voluntary agencies is very 
unequal and nowhere sufficient, and though they must be 
supplemented by the Poor Law, they should not be super- 
seded. Each of the forty new boards would provide suit- 
able accommodation for all forms of sickness, and would 
collect payment when possible. But Mr. Booth would 
welcome any developments of municipal or other local 
action, whether remedial or preventive, in the interests of 
public health, would leave its appropriate sphere to volun- 
tary effort, and, as regards remedial action, trust to the 
Poor Law to supply deficiencies, this being the neces- 
sary complement to the whole system. It is urged, 
especially by the Minority Report, that for the sake of 
cure and to prevent the spread of disease early treatment 
is essential, and that an authority which seeks out the 
sick is therefore better than one that waits until applica- 
tion is made. Mr. Booth replies that to get the proper 
benefit of such an authority “treatment must not only be 
free but compulsory, which involves a degree of discipline 
and sacrifice of liberty as yet unthought of.” Another 
solution is that all who can should pay according to their 
means. But very often the question could hardly be dis- 
cussed before treatment, and an order to pay afterwards 
could be disputed and could not be enforced; the charges 
made would never cover the whole cost, and to exact them 
would become a sort of test of destitution. Ability to pay 
would not be the only question to arise, for refusal might be 
based not on poverty but on principle, if it be admitted that 
the infectious character of a disease justifies not only 
free but compulsory treatment. If accident or illness stood 
alone they might be dealt with apart from the Poor Law, 
but very often pauperism and the habits that lead to 
pauperism are inextricably mixed up with the question of 
health. In any case there must be a residue remaining 
with the Poor Law, and if there is to be only one authority, 
it must be the Poor Law reorganized in sufficiently large 
areas to be able to deal with every kind of need. But it is 
not necessary to have one authority only, for there is a 
distinct sphere for all three systems—public health, Poor 
Law, and voluntary effort—though their functions should 
be harmonized. Emphasis is laid on the necessity for 
combined action between all charitable agencies, and it is 
pointed out that in the great urban communities attempts 
are already being made to obtain this by guilds of help 
and committees of social welfare; in many districts, how- 
ever, blanks would have to be filled up, and in the mean- 
time many cases, not otherwise suited for the Poor Law, 
would have to be tended in Poor Law institutions. In 
these cases payment might be exacted, but the amount 
would have to be moderate, and some cost would fall on 
the rates, so that it would be necessary carefully to detine 
the class of person entitled to obtain this assistance 
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without being accounted as paupers. It would probably 
be the same class as doctors admit to their clubs. In this 
connexion Mr. Booth evidently recognizes the rightness of 
the attitude which the British Medical Association is 
taking up at the present time, for he says: 

These medical clubs are found throughout the country 
generally, and the British Medical Association, after specially 
studying the subject, came to the conclusion that a scheme 
could be framed under which the medical men in every locality 
might agree to work. The essential point with the profession 
would be that those who could afford regular fees should not be 
admitted ; but the actual price at which the work is undertaken 
may well vary from district to district, being first decided and 
then controlled by professional feeling on the spot, but always 
subject to such centralized influence as medical associations 
might bring to bear. A similar basis for the admission or 
exclusion of patients might conveniently be adopted by volun- 
tary institutions, and it is evident how great an impulse the 
contract provident system of medicine would receive if all who 
joined the medical clubs thereby obtained in case of need a 
special claim to hospital treatment on the most favourable 
terms. .. . The administrators of the Poor Law have to take 
things as they find them, and to relieve the distress of those 
who have no other resource; but if voluntary societies and 
institutions could first see their way to some joint organization 
amongst themselves, conferences with Poor Law representa- 
tives in each district might do much to clear up the position of 
the Poor Law on the medical side. 


A useful chapter is devoted to indoor as compared with 
outdoor relief, and it is stated that, in spite of the adverse 
opinion of Poor Law reformers, three-fourths of our 
paupers still receive outdoor relief. It is held that when- 
ever out relief is given it should be only after searching 
inquiry, followed by continuous supervision and frequent 
renewals of application, while the relief should in all cases 
be adequate. 

Allusion is made to the objections to forcible detention, 
and it is suggested that the difficulty might be overcome 
by fixing a term in advance for all cases of institutional 
relief. The first order given would only be for a receiving 
home until a proper institution could be fixed on, and a 
term proposed which the person could accept or refuse. 
At the end of the term he would be discharged unless a 
fresh application were entertained and another term fixed. 
In cases of sickness no doubt proper regard would be paid 
to medical opinion. 

It is finally suggested that the same plan of grouping of 
unions would suit Scotland and Ireland with allowance 
for local conditions. In Scotland there would be two 
urban Poor Law boards, one for Edinburgh and Leith and 
the other for Glasgow and the Clyde. These would 
embrace 45 parishes and a population of 2,100,000, while 
the remaining 830 parishes would form 8 or 9 groups with 
populations varying from about 200000 to 500,000. For 
freland there would be two urban boards, one for Dublin 
and the other for Belfast, abscrbing 10 of the present 
unions and leaving 149 to be grouped for institutional 
purposes into 9 or 10 groups. 

There can be no doubt that this book, coming from such 
a recognized authority as Mr. Booth, will have great 
influence in deciding the question whether Poor Law 
administration should be undertaken by specially-elected 
ad hoc bodies, or should be transferred to county and 
county borough councils. Its statistics alone make it an 
indispensable book of reference, and its plain business 
common sense, though often expressed in the curtest way, 
will carry more weight than sentiment or rhetoric. 


Errect oF ASSISTANCE TO THE UNEMELOYED. 


Scottish Opinion. 

There has been issued as an appendix to the report of 
the Royal Commission on the Poor Law and Relief of 
Distress a Blue Book containing the resnlt of investiga- 
tions by the Rev. J. C. Pringle ‘on the effects of employ- 
ment or assistance given to the unemployed since 1886 as 
a means of relieving distress outside the Poor Law in 
Scotland.” 

In reply to the question, “ Does it forestall normal em- 
ployment and so tend to throw the better workmen out of 
work ?” Mr, Pringle writes: ‘This is generally conceded 
by Scottish authorities, and was strongly urged by the 
masters of works in Glasgow in 1904. In Leith constant 
pressure had to be put on the department which laid the 
tramway system down to prevent them taking on the 
navvies who pressed for the work and discharging the 
unemployed who had been sent to them. In Dundee 


complaints are heard from contractors about ‘unem. 
ployed ’ getting work which their men usually get.” 

In reply to the question, ‘To what extent is the work 
provided for the unemployed of public benefit apart from 
any positive good result on the persons employed ?” Mr 
Pringle says: ‘‘Tbhe public benefit may be conceived ag 
possibly accruing in two ways: (1) Work might be done 
which would not have been done at all had the desira. 
bility of providing work not arisen; (2) a better method 
of performing certain tasks, or a better method of employ. 
ing men to perform those tasks, might be introduced 
through the necessity of the community's undertaking 
to arrange itself for the performance of those tasks 
A better article or a better service might be inaugurated 
through the need of finding work for the unemployed, 
A production or service hitherto attended by circum. 
stances involving the deterioration of all but the strongest 
characters engaged therein might be replaced by a system 
in which the ultimate interests of those employed were 
safeguarded.” 

As regards the difference between the actual cost of 
work provided for the ‘‘unemployed” and the cost of 
the same work supposing it to have béen done in the 
open market under ordinary conditions in 1905-6, 
Arbroath, Dundee, Dalbeattie, Dunfermline, Edinburgh, 
Greenock, Leith, Paisley, Port Glasgow, Selkirk, and 
Stirling found that it was “more costly.” 

In reply to the question, “ Is there any reason for sup- 
posing that the work done by the unemployed is inferior 
in durability to that done in the open market ?” the follow- 
ing burghs have found the work “ less satisfactory ” : 
Paisley, Stirling, Hawick, Edinburgh, and Dalbeattie, 
The following found the work “ quite satisfactory”: 
Ayr, Inverness, Montrose, Forres, Greenock, and Dundee, 


MEDICINE IN CANADA, 
By AnpREW Macpnuatt, 


MONTREAL, 

Tue demand for reciprocity in medical degrees between 
Canada and the other parts of the empire has not arisen 
out of a dearth of qualified practitioners in Canada. 
There are in the various provinces seven medical 
schools-—namely, those in connexion with the University 
of Toronto, McGill and Laval at Montreal, Queen's at 
Kingston, Dalhousie at Halifax, the Western University at 
London, and the University of Manitoba in Winnipeg. 

At the close of the session of 1909 there were in attend- 
ance at these seven schools 1,821 students, and 312 
physicians graduated from them. There were in Toronto 
674 students and 91 graduates; in McGill, 332 students 
and 72 graduates; in Queen’s, 257 students and 40 
graduates; in Laval, 214 students and 43 graduates; in 
the Western, 104 students and 25 graduates; in Dalhousie, 
121 students and 8 graduates; and in Manitoba, 
119 students and 33 graduates. Four of these schools— 
Toronto, McGill, Manitoba, and Laval—require a course 
of study extending over a period of five years before a 
candidate can proceed to a degree; Queen’s gives a fifth 
year which is optional, and none demands less than four 
years. 

Upon the quality of the instruction which may be 
obtained in Canada there is also some evidence. The 
Trustees of the Carnegie Foundation for the Advance- 
ment of Teaching and a Committee of the American 
Medical Association, as the result of a personal investiga- 
tion conducted in 1909, reported that at least two 
Canadian schools were entitled to rank in the first 
class—that is, with Harvard and Johns Hopkins in the 
United States. These are the schools of McGill and 
Toronto. 

From this it will appear that the fullest measure of 
reciprocity would do nothing more than admit practi- 
tioners to a field which is already well occupied, in which 
the native must have a certain advantage on account of 
local knowledge and intimate association. There are 
many towns, however, especially in the West, which have 
sprung into existence within the past few years, others 
which have doubled in population within the past ten 
years, and all will more than double in the next five 
if the present rate of increase is maintained. These are 
the places in which a well-trained man—that is, one who 
is competent to diagnose and treat all diseases, ard 18 
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qualified to perform all ordinary operations in every 
department of surgery—may surely hope to succeed. 

Up to the present moment the attempt to obtain a full 
measure of reciprocity between Canada and England, or 
even between the nine provinces themselves, has failed, 
although it has been persisted in for the last ten years. 
This is due to the fact that under the British North 
America Act of 1867, which governs the Confederation of 
Canada, all matters pertaining to education—elementary, 
scholastic, and professional—lie within the authority of 
the various provinces; and Quebec, which is French and 
Catholic and in possession of a system of education 
peculiarly adapted to those conditions, has guarded this 
right with jealous care. 

To all requests for reciprocity the General Medical 
Council of Great Britain made the obvious reply that 
the provinces of Canada should first agree among 
themselves in establishing one standard of entrance 
to the study of medicine and one standard of final 
qualification. To this Quebec would not agree. That 
would be to surrender the inalienable right to the control 
of education. 

To meet this difficulty, the Medical Acts Order of 1906 
was passed by the Privy Council, under which each 
province of Canada was constituted a separate State for 
the purposes of negotiation. Nova Scotia and Prince 
Edward Island immediately applied. They granted and 
received a measure of reciprocity under which their quali- 
fications were registrable in Great Britain, and therefore 
in each other; and practitioners registered in England 
were free to practise in those provinces. Quebec also 
applied for and offered reciprocity. This was mutually 
agreed to after provision had been made for adequate 
preliminary education, and to prevent a graduate who had 
for cause been refused the Quebec licence from registering 
in England, and so evading the local regulations. Only 
three persons from (Quebec and about a dozen from Nova 
Scotia have availed themselves of the privilege; but I 
cannot find that any licensees from England have signified 
a desire to be enrolled upon the registers of these 
provinces. 

The attempt to secure one register for all Canada has 
not been abandoned, as it is felt to be an anomaly that 
each province should have its own system, and that well- 
qualified men should not be free to move from place to 
place as they desire. In 1902 the Canada Medical Act 
was introduced in the Dominion Parliament by Dr. T. G. 
Roddick, Dean of the Medical Faculty of McGill University 
and member for the St. Antoine Division of Montreal. It 
aimed at a ‘‘one-portal” system for entrance to the medical 
profession in Canada, but failed to pass on account of the 
opposition of (Juebec. 

During the present session an amendment was sought 
to the effect that, when five or more provinces agreed 
upon the terms of the Act, a plan of registration for those 
provinces could be established. (uebec objected on the 
ground that she was being coerced by a threat of isola- 
tion; but eventually Quebec was satisfied, mainly by the 
provisions that the matter of preliminary education shall 
be left in the hands of the provinces, and that the 
Dominion Council shall relegate to assessors the super- 
vision of the primary examinations, as they are now held 
in the various universities. In the original Act it was 
provided that a properly qualified person who had been 
engaged for six years in the practice of medicine in any 
one of the provinces should be entitled to registration 
without examination. The amendment extends this 
period to ten years, and allows to the Medical Council 
of any province the privilege of exacting an examination 
in final subjects, if it sees fit. The scheme of repre- 
sentation on the Dominion Medical Council, originally 
based on census returns, will now give two representa: 
tives to each of the provinces, and, on account of their 
greater size, one additional to Ontario and Quebec. The 
universities, as originally proposed, shall each have one 
representative, and the Governor-General in Council 
shall appoint three members, each of whom shall reside 
in a different province. In addition there shall be three 
members elected by such practitioners in Canada as by 
the laws of the province wherein they practise are now 
recognized as forming a particular and distinct school of 
the practice of medicine, and as such are by the same 
laws entitled to practise in the province. This clause 


apparently is intended to meet the views of persons who 
are known as homoeopaths. ; 

Everything was in readiness for the passing of these 
amendments, which would have consolidated the pro- 
fession in Canada, when the Council of British Columbia 
demanded delay, and protested that it was unwilling to 
proceed before the proposals had been submitted to the 
entire body of the profession in that province. As the 
time for presenting bills had already nearly expired, there 
was no alternative but to postpone the introduction of the 
amended Act until another year. 

This action of British Columbia is not hard to under- 
stand. For years the West was the strongest advocate of 
a single Canadian register, in opposition to Quebec and, 
in a less degree, to Ontario. But now the West is 
becoming the predominant partner, and is disposed to 
scrutinize closely any arrangement under which the 
number of practitioners west of Lake Superior will be 
increased, whether they come from Eastern Canada or 
from across the seas. 

For ten years Dr. Roddick has been indefatigable in the 
labour of reconciling local interests, and he has not yet 
abandoned the task. The matter will be brought before 
representatives of all the Provincial Councils at the 
meeting of the Canadian Medical Association in Toronto 
on June lst, and if the objections of British Columbia 
can be removed his great work may then be said to be 
accomplished. 


THE FINANCE ACT 
AS IT AFFECTS MEDICAL MEN. 


BerorE explaining those provisions of the Finance Act 
for the past year which has just become Jaw that more 
directly concern medical practitioners, brief mention may 
be made of the portions of the Act that may affect them 
in their capacity as possessors of real or personal 


roperty. 
Dutizs on VALUEs. 

Most noteworthy amongst the new taxes are the duties 
on land values, described as the Increment Value Duty, 
the Reversion Duty, the Undeveloped Land Duty, and the 
Mineral Rights Duty. These duties are not payable 
cumulatively on the same property, though a particular 
property may be liable to bear more than one of them, in 
which case allowance is made for any duty already paid 
under another head, if paid in respect of the same benefit. 

A valuation is to be made of all land at its estimated 
value at April 30th, 1909, and where there are buildings on 
it a separate “site value” is to be arrived at to represent 
the value of the land itself. The “increment value” will 
be the amount by which the value at the time the duty 
becomes due exceeds the value in the valuation roll, and 
the ‘‘increment value duty” to be charged is one-fifth of 
the increment value, with an allowance of 10 per cent. of 
the original site value. The duty will be payable in 
ordinary cases only when the owner transfers the land, 
grants a lease exceeding fourteen years, or dies. There 
are certain exemptions, the most important being in 
favour of agricultural land so long as it has no higher 
value than its value for agricultural purposes. 

Reversion Duty is payable on the value of the benefit 
accruing to a lessor by reason of the determination of a 
lease exceeding twenty-one years, and is to consist of 
£1 for every £10 of such benefit, after taking into con- 
sideration the amount of any capital expenditure in- 
curred by the lessor during the lease. The duty is pay- 
able when the lease expires and is not to be levied on 
agricultural land nor in cases where the reversion to a 
lease with less than forty years to run was purchased 
before April 30th, 1909. 

Undeveloped Land Duty is a yearly tax of one half- 
penny for every pound of the value of undeveloped land, 
that is, land not developed by the erection of dwelling 
houses or buildings for business purposes, or otherwise 
used for business purposes. The duty does not apply in 
any case where the site value of the land does not exceed 
£50 per acre, and in the case of agricultural land, of which 
the value exceeds £50 per acre, is to be charged only on 
the amount by which the site value exceeds the value as 
agricultural land. 

Mineral Rights Duty is a tax of 1s. for every £1 
of the rent received for the right to work minerals, 
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or of the rental value of such right if the minerals are 
worked by the proprietor. The duty is not chargeable in 
respect of clay, sand, chalk, limestone, or gravel. 


DeatH Duties anp STAmps. 

The death duties on estates of from £5,000 to £10,000 
have been increased from 3 to 4 per cent., and those on 
larger estates in an increasing proportion, the duty on 
estates exceeding £1,000,000 being 15 per cent. New 
features in connexion with those duties are the power 
given to the Commissicners to accept part of the property 
itself in payment of the duty, and the extension from 
twelve months to three years of the period within which 
property given away by a testator before his death 
remains liable to the duties. Stamp duties on the con- 
veyance or transfer of property have been doubled and 
the duties on contract notes relating to the sale of stock 
materially increased. 

Income Tax. 

Income tax is charged for the year 1909-10 at 1s. 2d. in 
the £, and provision made for a super-tax of 6d. in 
the £ to be paid by individuals whose incomes exceed 
£5,000. The super-tax is charged only on the excess of 
the income of the individual over £3,000, and in calcu- 
lating the income for purposes of super-tax, allowance is to 
be made for life-assurance premiums, and for the cost of 
maintenance of property referred to below. The super-tax 
will be assessed by the Special Commissioners of Taxes at 
Somerset House, and it is to be observed that the 
“ income”’ is to be returned at the actual amount of the 
income as estimated for income-tax purposes for the pre- 
ceding year—that is, for the year 1908-9 in dealing with 
the super-tax for the year 1909-10. 

Where the total income of an individual does not exceed 
£2,000, the rate of tax to be charged on that part of tke 
income that is earned remains at 9d. in the £, subject to 
the necessary claim having been made by September 30th 
last. Where the total income from all sources exceeds 
£2,000, but does not exceed £3,000, the rate of duty payable 
on that part of the income that is earned is to be reduced to 
ls. if the relief be claimed before July 31st ofthisyear. For 
the year 1910-11 the date before which the claim must be 
made is September 30th, 1910. 

A provision of the Act that will be welcome to men of 
moderate incomes is that granting relief to the extent of 
tax on £10 for each child or step-child living and under the 
age of 16 years at the beginning of the year (that is, on 
April 6th, 1909, for the year 1909-10). This relief will, it 
is understood, be allowed from the duty charged on the 
professional income in the first instance; but if there be 
not sufficient duty charged to admit of the full allowance 
being made, the balance of the relief can be obtained by 
repayment of tax paid on any other income, such as rents 
or dividends, that the practitioner may have. 

A further provision, distinguished from most of the 
other provisions of the Act in that it confers some relief 
from existing taxation, relates to an allowance to be made 
to an owner of lands or cottages where the cost of main- 
tenance, repairs, insurance, and management, on the 
average of the past five years, exceeds the sum already 
allowed for repairs from the gross rental value for the 
purpose of income ‘tax, Schedule A—that is, one-eighth 
in the case of lands and one-sixth in the case of cottages. 
It is to be noted that the expression “ maintenance” 
includes the replacement of farmhouses, farm buildings, 
cottages, fences, and other works where the replacement 
is necessary to maintain the existing rent. The further 
allowance is to be made by repayment, and is not to 
exceed tax on one-eighth the rental value in the case of 
lands and on one-twelith in the case of cottages, which 
must not be of a greater annual value than £8 to come 
within the scope of the section. 


MoTor Cars AND PETROL. 
The existing licence duties on motor cars are replaced 
by duties calculated according to horse power on the 
following scale: 


Duty. 
Not exceeding 6 h.p.... .2 
Iixceeding 63, ut not exceeding 12 h.p. ... 3 3 O 
16 ” 26 eee 6 6 0 
” 33 55 40 ,, 1010 0 
40 60 21 0 0 
60 23 wee 42 0 0 


Medical practitioners are allowed a rebate of one-half of 
these rates for cars kept by them for the purposes of their 
profession. 

The new duty on motor spirit payable by the manu. 
facturer or importer is 3d. per gallon. Medical men are 
entitled to repayment of the whole of the tax borne on 
motor spirit used by them for supplying motive power to 
cars while being used for professional purposes before 
January lst, 1910, and to repayment of half the duty 
paid on spirit so used by them after that date. It is to 
be observed that while the relief from licence duty is 
granted on cars “ kept for the purpose of the profession,” 
the rebate on petrol is made to apply to spirit consumed 
“while the car is being used for the purposes of the pro- 
fession.” It remains to be seen how far, if at all, the 
Inland Revenue will seek to emphasize this distinction, 


Tue Dury. 

The additional spirit duty is charged at the rate of 
3s. 9d. for every gallon, computed at proof, of spirits 
imported into or distilled in the United Kingdom. No 
relief is provided for in the case of spirits used in the 
manufacture of medicines. 


METHOD OF OBTAINING REBATES UNDER THE 
Finance Act. 

Income Tax.—A practitioner whose total income exceeds 
£2,000, but does not exceed £3,000, should apply to the 
Surveyor of’ Taxes for a form on which to claim 
assessment at the rate of 1s. 

Those whose total income does not exceed £500, and 
who have children who were under the age of 16 years at 
April 6th, 1909, should apply similarly for the form of 
claim in respect of children. 

Those who possess land or cottages, and are entitled to 
the further relief in respect of cost of maintenance 
referred to above, should also apply to the Surveyor of 
Taxes. 

Motor Car Licence.—Care should be taken to see that 
the rebate of one-half has been allowed before payment of 
the duty. 

Petrol Tax.—Application should be made to the local 
officer of Customs and Excise for the necessary forms on 
which to claim repayment of the full tax on petrol 
used prior to January 1st, 1910, and of one-half the tax on 
that used since. 


THE COMPOSITION OF CERTAIN 
SECRET REMEDIKS.* 


THE “CRIMSON CROSS REMEDIES.” 


Tue claims made for the articles of which the analyses 
are given below are so numerous that it is not easy to class 
them with other proprietary medicines. Some quotations 
from the statements put forward will indicate the variety 
of their professed virtues. 

An advertisement in The Vaccination Inquirer, headed 
. A simple solution of the vaccination question,” states 
that: 


The Crimson Cross Remedies for fevers, measles, small-pox, 
influenza, pneumonia, pleurisy, etc., render the patient non- 
infectious.”’ 

The extracts which follow are from circulars sent out 
with the remedies. : 

The first of the Crimson Cross Remedies used with unprece- 
dented success was our No.1 Ointment. This was introduced 
fifty years ago for Diseased Bones, Joints, and Abscesses. It 
cures without cutting, scraping, bed, or splints. It has saved 
hundreds from being hopeless cripples, and thousands of lives 
and limbs. 

As time went on, this valuable remedy was found to be a 
POWERFUL GERM KILLER, so that its usefulness as a 
household remedy has been considerably extended, and it now 
includes ‘‘ Infectious ”’ as well as most other diseases. There is 
no foothold for microbes where the Ointment is applied. 

One of its best works is the 


CURE OF CONSUMPTION. 
This much dreaded ‘‘ White Scourge’’ can be cured in its 
incipient or first stage, and even when the mischief is deeper 
rooted it always gives relief. 


* Previous articles of this series were published in the following 
issues of the BRITISH MEDICAL JOURNAL: 1904, vol. ii, p. 1585; 1906, 
vol. ii, pp. 27, 1645; 1907, vol. i, p. 213; vol. ii, pp. 24, 160, 209, 393, 530, 
1653; 1908, vol. i, pp. 833, 942, 1373; vol. ii, pp. 86, 505, 1022, 1110, 1193, 
1285, 1566, 1697, 1875; 1909, vol. i, pp. 31, 909, 1128; vol. ii, p. 1419; 1910, 
vol, i, pp. 151, 213, 393, 1005, 1063. 
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It has been stated that Small-Pox is now extinct in England, 
put of course may beimportedat any time. However that may 
be, there need be no fear of itif Crimson Cross Remedies are 

lied. 
Phe Remedies (No. 1 Ointment and Fever Powder) are 
equally efficacious for Scarlet Fever which is easily cured in 
from one to three days, if applied as soon as the patient 
sickens. If peeling has commenced before the Remedies are 
applied, it takes a fortnight to complete the cure, but there is 
no fear of Infection. | 

Typhoid or Enteric Fever treated by the Crimson Cross 
Remedies in the first stage is easily cured in a few days. ... 

Internal Diseases of Women can be cured without Operation 
or Examination by our SPECIAL TREATMENT. Full 
particulars on application. 


In a “Brief Treatise on Diagnosis and Treatment” 
directions are given for the employment of these remedies 
in a variety of illnesses. The chief feature is a liberal 
application of the ointment, accompanied by internal 
administration of one or more of the other preparations. 
The following quotations will serve as examples: 


CoLps. On the first appearance of a cold, rub the forehead, 
chest, and back with Crimson Cross No. 1 Ointment contained 
in the Fever, etc., packet; take the medicine made from the 
Powder according to directions. 

For PNEUMONIA, CONGESTION, AND PLEURISY.—Poultice the 
chest, sides, and back every two hours with hot linseed meal. 
Spread warm No. 1 Ointment on the face of the poultice until 
the acute symptoms are gone, then rub the chest, sides, and 
round the shoulders with the Ointment once or twice a day 
until quite well. Take the medicine made from the Fever 
Powder according to directions. 

TYPHOID OR ENTERIC FEVER. ... Acute Bright’s disease of 
the kidneys and inflammation of the lungs frequently accom- 
pany or follow typhoid; for the former give CRIMSON CROSS 
KIDNEY CURE, and poultice the lower part of the back with 
hot linseed meal and Ointment; for the latter see directions 
given. If the head is not well soaked with Ointment, an 
abscess is liable to form on the brain. The FEVER MIXTURE 
and KIDNEY CURE may both be taken alternately three times 
a day, if necessary; let two hours elapse between each dose. 

DIPHTHERIA. Spread No.1 Ointment on hot linseed poultices, 
apply one every hour. As Diphtheria patients are liable to 
anexpected syncope, it is advisable to have a doctor. 


From the following paragraph in one of the circulars, it 
would appear that ‘Captain Feilden’’ does not confine 
his activities to the selling of these preparations : 


Please note—All communications should be addressed 
Crimson Cross Dispensary, 
Strutt’s Park, Derby. 
Stamped envelope enclosed for reply. 

Although we do not now treat cases personally at the Dis- 
pensary, we continue to give advice ‘‘ Free’’ by letter. Full 
particulars of the case should be given, and where possible, 
Captain Feilden will call and see patients in their own homes. 


A list is given of ten preparations, varying in price from 
7id. to 2s. 9d. The following were obtained for examina- 
tion : Fever and Intiuenza Powder, No. 1 Ointment, Special 
Ointment, and Kidney Cure. 

The first two of these were supplied together for 1s. 3d., 
post free. 


Crimson Cross Fever InrLuENzA PowprEr. 

This consisted of about 100 grains of a purplish-coloured 
powder, and was contained in a “chip” ointment box. 
The directions on the label were: 

Add to one pint of cold water, and take—Adults, one table- 
spoonful three times a day. Children, one to two teaspoonfuls, 
according to age. 

The powder contained 99.4 per cent. of ammonium 
chloride, and nothing else was found except the colour- 
ing matter, which agreed with the reactions given by 
tincture of cochineal. 

Estimated cost, about 1d. 


Criuson Cross No.1 (Captain FEILpEN’s). 


anos hes also in a “chip” box, and the quantity was 


Analysis showed it to contain : 


Copper oleate... ere 1.1 per cent 
Anhydrous sodium sulphate O04 5, 
Beeswax : 6.5 
Resin (colophony) 29.6 ” 
Linseed oil 62.4 


The sodium sulphate may be due to the copper oleate 
having been made by double decomposition of copper 


sulphate and soap, without washing away the sodium 
sulphate formed, although the amount of the latter found 
is more than the equivalent of the copper. 

Estimated cost of ingredients, #d. 


Crimson Cross OINTMENT. 
The price of a jar, containing about 3} oz., was 2s. 9d. 
A special circular is devoted to this preparation, and the 
statements made include the following : 


This Ointment is prepared from a Special Formula for the 
Treatment of unbroken substances such as Cancers, Tumours, 
Bunyons, or Enlarged Toe Joints, Chronic Stiff Joints, Sprains, 
Heart Disease, etc. 

By the blessing of God it has been successful in the treatment 
- any such cases, and it is hoped that many more may 

enefit.... 

An irritable rash may appear, and this is a good sign, though 
some patients give up using the Ointment because of this 
irritation. This should not be done—the irritation will die 
away, though the rash may remain. To relieve the irritation 
discontinue the Special Ointment for a day or two—bathe with 
warm water, and apply a little Olive Oil... . 

CANCERS AND TuMoURS.—Steam the affected part once a 
day, gently rub a little Special Ointment in, night and morning. 
Spread Ointment on clean linen, and wear as a plaister during 
the night and day. If the appetite is not good, take Crimson 
Cross Liver Mixture, and Crimson Cross Kidney Cure occasion- 
ally, to keep the Kidneys in good order. ... 

HEART DISEASE.—Rub the Ointment gently in across the 
Stomach, round the Heart and Shoulder Blades, night and 
morning. Great care should be taken to keep the Stomach 
and Kidneys in good order, and to be on the safe side in this 
matter, we advise all those suffering from Heart troubles to 
occasionally take a bottle or two of Crimson Cross Liver 
Mixture, alternately with Crimson Cross Kidney Cure. 


Analysis showed this to contain: 


Copper oleate ... ee 4.6 per cent 
Anhydrous sodium sulphate 1.3 pe 
Acetic acid (glacial strength) ... 0.8 is 
Resin (colophony) 46.8 
Oily base, chiefly or entirely 

linseed oil ..... <3 


Estimated cost of ingredients 1id. 


Crimson Cross Kipngy Cure. 


The price of a bottle, containing 6} fluid ounces, was 
ls. 14d. 
It is stated on the package that: 


This Mixture contains powerful Medicinal Properties for the 


It is thus described in an accompanying circular: 


This is a remedy really worthy of the name. It is natural in 
its composition, it is natural in its action, it does not coerce 
nature as in the case of poisonous drugs and drastic metallic 
medicines. It assists and stimulates the recuperative energies 
of nature in the system, thus enabling her to throw off the 
effects of this insidious and alarming disease. Every reader 
of these lines who is troubled with backache, nervousness, 
dimness of sight, lassitude, or any symptoms of kidney 
trouble, should immediately take this remedy, and obtain that 
relief and cure which seems possible by no other known means 
at the present time. ... 

The Crimson Cross Kidney Cure may be confidently taken by 
young and old alike, in full assurance that whatever the 
trouble, a course of the Crimson Cross Kidney Cure will gently 
but surely remedy the mischief, and coax the organs back to a 
natural and healthy action. or 

Note: Whilst taking the Crimson Cross Kidney Cure it will 
greatly facilitate the cure if the lower part of the back and 
bowels are gently rubbed with Crimson Cross No. 1 Ointment 
once a day. The Ointment should be well rubbed in for about 
five minutes, then wipe down with an old rough dry towel, to 
prevent the linen from getting greasy. 


Analysis showed that this fluid contained glycerine about 
5 per cent., alcohol 4 per cent. by volume, methy! salicylate 
(oil of wintergreen) about 0.05 per cent., and a small pro- 
portion of vegetable extractive giving a slight colour to the 
liquid, but having no characteristic taste or any property 
by which it could be identified ; no alkaloid or other active 
principle was present, and the ash (0.25 per cent.) con- 
tained only the constituents usually found in any vegetable 
extract. 


i 
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cure of Kidney, Bladder, Gravel, and all Urinary Disorders, 
Dropsy, etc. 
Dose. Adults.—One tablespoonful every four hours. - 
Children.—One teaspoonful to one dessertspoonful, according SS 
to age, every four hours. : 
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Tue “printer's devil” is a convenient scapegoat for mis- 
takes of all kinds. As a rule, when we discover these 
things, we say with (ioethe, when it was shown to him 
that he had perpetrated a hexameter with seven feet, 
“ Lass die Bestie stehen.” But there are cases in which 
reparation is due, and this week we have to do penance in 
a white sheet for an outrage on the gracious memory of 
a lady whose name is married to immortal verse in one of 
Shakespeare's songs. We printed: 


Who is Silvia? What is she 
That all our swains command her? 


This is doubly unfortunate, for the sense was spoiled and 
the fair fame of “Silvia” besmirched. Need we say the 
word “command ” should have been ‘‘commend”’? Such 
guile may lurk in the change of a single letter! Of the 
shade of gentle Will himself we can only beg forgiveness, 
and we apologize to all who love him. Of ‘“ Baconians,” 
too, we ask pardon, as the involuntary misprint may 
possibly seem to them a wanton attempt to make the 
confusion of their cyphers worse confounded. 


Professor Osler, as we learn from a communication by 
Dr. Fielding H. Garrison, of the United States Army 
Medical Museum, published in Science of April lst, holds 
that the true begetter of the germ theory of disease is 
not Athanasius Kircher or Hieronymus Mercurialis, but 
Fracastorius of Verona, whose name is well known as the 
author of a poem on syphilis from which the name is 
derived. Geronimo Fracastorio was born in 1484, studied 
medicine at Padua, and died in 1553. His work, De con- 
tagione et contagiosis morbis et curatione, which was pub- 
lished at Venice in 1546, is said to contain the first 
scientific statement of the true nature of contagion, of 
infection, of disease germs, and of the modes of trans- 
mission of infectious diseases. These diseases he divides 
into: (1) Those infecting by immediate contact (true con- 
tagions); (2) those infecting through intermediate agents, 
such as fomites; (3) those infecting at a distance or 
through the air; he mentions as belonging to this class 
phthisis, the pestilential fevers, and a certain kind of 
ophthalmia (conjunctivitis) In his account of the 
true nature of disease germs, or seminaria contagionum, 
as he calls them, he seems to have seen morbid pro- 
cesses in terms of bacteriology more than 100 years 
before Athanasius Kircher, Leeuwenhoek, and the other 
men who worked with magnifying glasses or microscopes. 
These germs, says Dr. Garrison, he describes as particles 
too small to be apprehended by our senses, but as capable 
in appropriate media of reproduction, and in this way of 
infecting the surrounding tissues (prima enim seminaria, 
quae adhaeserunt e vicinis hwmoribus ad quos habent 
analogiam consimilia sibi alia generant et propagant, et 
haec alia donec tota humorum massa et moles afficiuntur). 
These pathogenic units Fracastorius supposes to be of the 
nature of colloidal systems, for if they were not viscous 
or glutinous by nature, they could not be transmitted 
by fomites (cujus signum est quod quaecunque per 
fomitem afficitunt omnia lenta glutinosaque  con- 
spiciuntur). Germs transmitting disease at a dis- 
tance must be able to live in the air a certain 
length of time (non solum in fomite sed in aére per 
certum tempus servari), and this condition, he holds, 
is possible only when the germs are gelatinous or 
colloidal systems, for only hard, inert, discrete particles 
could endure longer (sed certe, quae lenta sunt et glutinosa, 
quamquam parvissima sint, possunt quidem si non omnino 
tantum quantum dura vivere, at paulo minus possunt). 
These colloidal particles have the power of resisting forces 
of small magnitude, but cannot resist such agencies as 
extremes of hot or cold, which reduce them to phases cf 
dissipated energy (non solum dura, sed et lenta sese defen- 
dunt ab alterationibus multis, si mediocres sint, magnas 
autem non ferunt ; propter quod et abigne absumuntur semi- 
naria omnium contagionum, et ab aqua etiam frigidissima 
franguntur). Finally, Fracastorius conceives that the germs 
become pathogenic through the action of animal heat, and 
that in order to produce disease it is not necessary that 
they should undergo dissolution, but only metabolic change 
(quantum quidem sufficit ad putrefactionem faciendam non 
necesse ease corrumpt particulas ipsas, sed alterarisolum... 


nihil tamen prohibet et corrumpi etiam, sed non necesse est: 
quatenus attinet ad faciendam putrefactionem). Thus. 
says Dr. Garrison, Fracastorius seems to have had a clear- 
notion of the causation of disease by micro-organisms, and 
he appears to have conceived of these organisms as made. 
up of those gelatinous or “dispersed” systems which 
modern physical chemists call colloidal states of sub- 
stance. Dr. William A. Riley, writing in Science of 
February 18th on the relation of Kircher to the germ 
theory of the causation of disease, says he must have seen 
“the larger species of bacteria ” long before Leeuwenhock’s 
discovery. It is, however, pointed out by Dr. Garrison. 
that neither Kircher nor Leeuwenhoek could have seen 
bacteria of any kind with the lenses at their command, 
although Leeuwenhoek undoubtedly saw various animal. 
culae, diatoms, blood corpuscles, and the finer anatomy of- 
the tissues. According to Miiller and Prausnitz (Hand- 
buch der Geschichte der Medizin, Jena, 1905, ii, p. 805), 
Kircher saw in the blood of plague patients ‘a countless. 
brood of worms not perceptible to the naked eye”; these 
‘‘worms” he also saw in healthy blood. His glass or 
microscope, says Dr. Garrison, was only 32 power at best,. 
and the worms he thought he saw were simply rouleaux of 
red blood corpuscles. Garrison sums up tbe case by sayin 
that a hundred years before Kircher, the first definite 
statement of the true nature of infection by disease germs. 
was made by Fracastorius. Kircher restated the hypo- 
thesis in the light of what he saw through the micro. 
scope, but the germ theory was verified by laboratory 
experiment by Pasteur. 


By arecent gift of three rare volumes printed by Edward 
Raban, Colonel Johnston of Newton Dee has considerably 
enriched the collection of books by this first Aberdeen 
printer now contained in the reference room of the public 
library of that city. Among them are two works of Arthur 
Johnston, of Caskieben, well known in his day as a physi- 
cian, and better still as a writer of Latin verse. They were 
both printed by Raban in 1632. The first is the Epigram 
mata, containing Johnston’s pieces on the “ City of 
Aberdeen,” in which the city is compared to ancient. 
Rome; “On the Tomb of John Collison, Provost of 
Aberdeen,” which gives the name to Collison’s Aisle in 
St. Nicholas Church ; and other pieces. The other volume. 
is Johnston’s Parerga, containing many of his lighter: 
pieces. The contents of both volumes are now to be found in 
the two volumes, Musa Latina Aberdonensis, issued by the 
New Spalding Club. Both these beautiful examples of 
Raban’s printing—small octavos—were presented recently 
to the library by Colonel Johnston of Newton Dee, who. 
has otherwise added most generously to the library set of 
Arthur Johnston’s works. Among other works printed by 
Raban in the public library is the Paraphrasis Poetica 
Psalmorum Davidis, by Arthur Johnston, which carries 
the imprint — ‘“ Aberdoniae —Imprimebat Edwardus 
Rabanus, Anno 1637.” This book of Arthur Johnston's 
appeared in the year of his appointment as rector of King’s 
College, after his prolonged residence on the Continent. 
It is the work which chiefly made him famous as a Latin 
poet; and it was reprinted in that same year, 1637, 
in London, again in London in 1652 and 1657, in 
Amsterdam 1706, and repeatedly afterwards. This is the 
first edition of this work, printed by the Aberdeen printer, 
whose work Arthur Johnston probably superintended.. 
Colonel Johnston of Newton Dee, C.B, M D., LL.D., is a 
retired officer of the Army Medical Staff and a noted 
antiquarian. 


ACCORDING to statistics recently issued by the French 
Minister of Public Instruction, the total number of students 
in the sixteen universities of France on January 15th, 1910. 
was 40,131, of whom 3,830 were women. Of the whole 
number 9,721 were students of medicine. 


MESSRS. NEWTON AND Co. (3, Fleet Street, E.C.) are 
issuing a new catalogue of their electro-medical apparatus. 
It includes a good deal of useful information about x-ray 
work and high frequency. The firm makes a speciality of 
appliances for rapid radiography, and a prominent place 
in the catologue is given to the *‘ Instanta ’’ coils, and also- 
to the massive Snook-Roentgen machine, which latter, 
although expensive, is probably the most efficient x-ray 
apparatus at present manufactured. Specimens of results. 
with time and instantaneous exposures, together with ful} 
technical data, are given. 
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EPSOM COLLEGE. 


Epsom Cottece is, or should be, known to every practi- 
tioner of medicine in these islands, for it is in a special 
sense a nursery of the profession. Founded by the late 
Mr. John Propert in 1853, it has given a large number 
of the men who have entered the profession since 
then their preliminary education. Many who won dis- 
tinction in medical science have passed through it; and 
at the present time twelve of its old pupils hold posi- 
tions on the staffs of the great London hospitals. But 
Epsom is much more than an early training ground for 
future doctors; it has grown into a public school in the 
fullest sense of the term. There not only doctors but all 
sorts and conditions of men can obtain for their boys an 
education equal in all respects to that to be got at any other 
school in the kingdom. This is proved by the success of 
those who have been trained there at the universities and 
in various spheres of human activity. A school which 
can claim among those whom it has sent forth into the 
world to move the landmarks of knowledge and to serve 
the State men like Sir Henry Morris, Bart., Dr. Good- 
hart, Sir H. H. Pinching, K.C.M.G., Sir Augustus William 
Watson Hemming, G.C.M.G.—to mention only a few dis- 
tinguished names—needs no further testimonial to its 
educational efficiency. Just as the child is the father of 
the man, so is it the early training of the child that is 
the vital factor in education. This is a point as to which 
there is general agreement in all the controversies about 
education that, always smouldering, burst every now and 
again into fierce flame. 

Another sign of success in a school is growtb. Epsom 
College, which was already a well-appointed school when 
a representative of the JourNnaL had an opportunity of in 
specting it afew years ago, has grown in all directions in 
the short interval that has elapsed since his visit. Then 
it had 234 boys; now it has accommodation for 350. In 
all developments of educational activity it has always 
gone “right forward.” During the last three years no 
less than £20,000 has been expended in new buildings and 
various improvements. The additions have to a large 
extent been in the form of new laboratories, and here it 
may appropriately be said that in Epsom is embodied toa 
peculiar degree the spirit of modern education. The accom- 
modation and apparatus for the teaching of chemistry, 
physics, and biology are better than could have been 
found thirty years ago in any medical school in London, 
with only one or two exceptions. The result is seen in 
the fact that a number of boys pass the Preliminary 
Scientific Examination of the University of London direct 
from the school. But when we say that Epsom is excep- 
tionally well equipped for the teaching of science, this 
must not be taken by any means as implying that the 
school is not equally strong in its provision for the older 
methods of training the mind. The efficiency of its teaching 
in classics and mathematics is shown by the large number 
of open scholarships won by its pupils at Oxford and 
Cambridge. At Sandhurst and Woolwich, too, Epsomians 
have done well. 

In these days it is rightly considered that no school is 
doing its duty unless the body is trained as well as the 
mind. The empire needs men, not mere bookworms. Here, 
too, Epsom compares favourably with many public schools. 
Among its new buildings is a large gymnasium, with 
fencing gallery and the appliances required for the 
Swedish exercises. Pupils of Epsom have won medals in 
the Pablic Schools Gymnastic Competition, and have 
played in county cricket matches. If no Waterloo has 
yet been won in its playing fields, it is because, fortunately, 
there has not yet been one to win; the fields themselves 
afford ample scope and verge enough for the games that 
are so important a part of a young Englishman’s training. 

The high standing of the school is attested by the fact 
that it is under the patronage of His Majesty the King; 
that Lord Rosebery is its President; that Sir Henry 
Morris is its Treasurer; that the Bishop of Winchester is 
its Visitor; that among its Vice-Presidents are Lord 
Spencer, Lord Lister, Sir Trevor Lawrence, Mr. Arthur 

alfour, and Sir Constantine Holman; while Sir William 
Church is Chairman of Council, and among its members 
are Sir Richard Douglas Powell, Dr. Rose Bradford, Mr. 
Andrew Clark, Mr. Pearce Gould, and Dr. Frederick Taylor. 

Although, as has been said, the school is not intended 


exclusively for the sons of medical men, it is primarily a. 
medical foundation. Special advantages are offered to sons 
of doctors, and on this ground, as well as on its excellence 
as a school, Epsom College deserves the support of the. 
profession to a much larger extent than has yet been 
given. It is for this reason that we appeal to all 
our readers. Doctors as a class are far from rich, but 
there are no men who have a keener appreciation 
of the value of a sound education as a preparation 
for the battle of life. Epsom is within the means of 
most, and nowhere can a boy get a better training for any 
career than at the beautiful college on the Surrey Downs. 
Some may in former days have looked askance at it as in 
some sense a charitable institution. Now it bas no trace: 
of the eleemosynary taint about it except in the shape of 
a few foundations similar in nature, but unfortunately not: 
nearly so numerous, as those which form a part of the 
ancient public schools which are the pride of our country. 
Full particulars as to scholarships and all other details 
will be found in an advertisement which is published 
in this issue of the JouRNAL. 


BRITISH MEDICAL BENEVOLENT FUND. 


At the April meeting of the Committee twenty-seven 
cases were considered, and grants amounting to £251 
made to twenty-four of the applicants. Appended is an 
abstract of the cases assisted : 

Daughter, aged 63, of late M.R.C.S. Has a small weekly 
allowance from a medical provident society. Mental condition 
such that, whilst unsuitable for an asylum, a certaih amount 
of supervision is necessary, and the cost of living consequently 
increased. Relieved eleven times, £108. Voted £12. 

Widow, aged 51, of L.R.C.P., L R.C.S.Edin. Has a little 
Irish property, but rent is greatly in arrears. Three children, 
but none able to help, and one in ill-health. Relieved twice, 
£12. Voted £12. 

M.R.C.S., aged 64. Lost a considerable amount in a practice 
which did not turn out as represented, and is now in feeble 
health, which op anything but light and occasional work. 
Two sons, aged 21 and 19, who give as much help as possible. 
Relieved twice, £20. Voted £10. 

Widow, aged 88, of M.R.C.S. Receives an old age pension 
and 5s. ag week from a benevolent society. No children ; 
practically bedridden. Voted £6. ‘ 

Widow, aged 38, of L.R.C.P., L.R.C.S.Edin. Endeavours to 
maintain herself by nursing, which necessitates boarding out 
her two children. Relieved four times, £30. Voted £10. 

Widow, aged 58, of L.R.C.P., L.R.C.S.Irel. After husband’s 
death took a post as housekeeper, but health has quite broken 
down, and she is now practically destitute. No children. 
Relieved twice, £10. Voted £18. 

Widow, aged 61, of L.R.C.P.Edin. Has supported herself for 
many years by taking boarders, but finds them increasingly 
difficult to obtain. Three children, one of whom has just 
developed phthisis. Relieved four times, £48. Voted £12. 

Widow, aged 45, of M.R.C.S., L.R.C.P. Has a small annuity, 
but asks for assistance towards school fees of her two children, 
aged 16 and 13. Health very indifferent. Relieved six 
times, £85. Voted £5. 

Widow, aged 62, of L.R.C.P.Edin. Health too delicate to 
undertake any occupation, and is entirely dependent on a 
brother-in-law. Nochildren. Relieved once, £12. Voted £12. 

Daughter, aged 35, of late M.D Glasg. Has maintained her- 
self by massage for several years, but is at present incapacitated 
owing to the results of rheumatic fever. Relieved once, £10. 
Voted £10. 

Widow, aged 62, of L.R.C.P.Edin. No income, and is quite 
incapacitated by an incurable complaint. Occasional slight 
help from ason. Relieved four times, £48. Voted £12. 

M.R.C.S., aged 71. Quite incapacitated and dependent on 
children. who make a small monthly allowance. Relieved 
once, £12. Voted £2, and to be advised to apply for an old age 

ension. 

" Widow, aged 49, of M.R.C.S._ No income; endeavours to 
support herself by needlework. Health indifferent and eyesight 
failing. Children unable to help. Relieved eight times, £83. 
Voted £12. 

Widow, aged 60, of L.S.A. Lets lodgings, but finds difficulty 
in paying her rent. Slight help from children. Relieved eight 
times, £90. Voted £10. 

Daughter, aged 63, of M.D.Lond., M.RC.P. Has recently 
been elected to a small annuity, but the income is insufficient 
for the bare necessities of life. Relieved three times, £27. 

Danghter, aged 60, of late M.D.Edin. Has given music lessons 
for many years, but finds increasing difficulty in obtaining 
pupils. Relieved three times, £30. Voted £10. — 

idow, aged 69, of M.D.Aberdeen. Only income a small 
monthly allowance made by a friend. Children unable to help. 
Relieved nine times, £114. Voted £10. 

Daughter, aged 64, of late F.R.C.S. Only income £10 a year 
from a society for the relief of the blind. Is in bad health, and 
almost destitute. Relieved five times, £42. Voted £12. 
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Widow, aged 58, of L.R.C.P.Edin. No income; lets lodgings, 
but had a very bad season last year, and the receipts are barely 
sufficient for rent and rates. Relieved seven times, £82. Voted 
£12 


Widow, aged 61, of M.R.C.S. Lets lodgings but has had some 
of her rooms vacant for some time. Six children, but only one 
able to help and one a chronic invalid. Relieved four times, 
£52. Voted £18. 

Widow, aged 47, of L.R.C.P., L.R.C.S.Edin. Noincome;: two 
sons, both sailors, but only one able to give slight help. 
Relieved six times, £32. Voted £12. 

Daughter. aged 60, of late M.R.C.S. Acts as housekeeper 
to her brother but receives no salary. Relieved eight times, 
£120. Voted £12. 

Daughter, aged 55, of late L.F.P.S.Glasg. Receives £19 
a year from a Fund for Assisting Indigent Gentlewomen, and 
lives rent free. Health too feeble to allow of any occupation. 
Relieved three times, £36. Voted £12. 

Daughter, aged 26, of late M.R.C.S. Has taken out a course 
of cookery, and hopes shortly to be able to maintain herself. 
Relieved three times, £17. Voted £5. 


Contributions may be sent to the Honorary Tr asurer, 
Dr. Samuel West, 15, Wimpole Street, London, W, 


SCIENCE NOTES. 


Ararecent meeting of the Zoologica] Society, Mr. J. L. 
Bonhote read a paper on the variation of the black rat, 
Mus rattus, as observed in the different forms of that 
species met with in Egypt. Taking the length of the hind 
foot as a distinctive character he measured a large number, 
and found that the lengths grouped themselves round three 
distinct sizes. Two of these correspond to the two forms 
occurring in Egypt, which can be readily identified by 
other characteristics. Previously he had divided the black 
rats of the Oriental regions into three subgroups, and it is 
now found that the length of the feet in these subgroups 
corresponds to the three maxima as determined in Egypt. 
From this it is concluded that these three foot-lengths 
represent centres of variation, and that in all probability 
they were inherited as Mendelian characters. Were this 
not the case the least common type would have become 
swamped, and would be replaced by forms leading up to 
one or other of the remaining two. As it is, the three 
varieties maintained their integrity side by side, and at 
any time one of them might become the dominant form 
should conditions arise favourable to it and unsuitable to 
the others. Judged by the same criterion, the existence of 
three varieties within the species Mus norwegicus would be 
indicated, but owing to the lack of other definite character- 
istics in this case that could not be confirmed. These 
facts are interesting as showing how very readily a species 
might adapt itself to altered conditions. Within it there 
are, as it were, two or more well-tested models, one or 
other of which may be expected to meet any emergency 
which might arise. In a state of equilibrium each is pro- 
duced in equal numbers, but any slight change causes a 
slightly increased output of the type most likely to be 
serviceable, and with a marked change this is ready to take 
its placé in the new environment. From this we may 
gain some inkling of the subtle way in which Nature 
works in maintaining the delicate equipose between 
organism and environment. 


Some comprehensive work on the deposition of glycogen 
in cell nuclei has lately been done by Huebschmann.! 
Nuclei heavily laden with glycogen were found regularly 
in the liver cells in diabetes and in the presence of circu- 
latory disturbances, principally in the periphery of the 
lobules, where the liver cells showed slight hypertrophy. 
In 3 cases of diabetes no glycogen-containing nuclei were 
found in the liver, but only a scanty deposition of glycogen 
in the cytoplasm. The author comes to the conclusion 
that true diabetes involves a disturbance of metabolism, 
and that the deposition of glycogen in the nuclei is 
dependent on this. The occurrence is not constant; it is 
met with in diseases other than diabetes, and on that 
account there is the presumption that some general patho- 
logical phenomenon, especially frequent in diabetes, must 
be at the root of thg matter. To elucidate this Hueb- 
schmann examined cases of other disease. and found 
nuclear glycogen present in the liver in 47 out of 125 non- 
diabetic cases. It was present for the most part in hyper- 


IFrantfurter Zeitschrift fiir Pathologie, III (1909), Noveniber. 


trophied cells in which the protoplasm itself was free from 
glycogen. These results were obtained in cases such as 
hepatic congestion from various causes, in the hyper- 
trophied cell islets in hepatic cirrhosis, in a metastatic 
carcinoma of the liver, and once in a child which had died 
of septic scarlet fever. In every case there was a certain 
amount of atrophy in the centre of the acini, and more or 
less hypertrophy at the periphery; and only in the latter 
situation was nuclear glycogen found. In 30 cases only 
a trace of glycogen could be discovered in the nuclei. In 
the negative cases the cytoplasm was always full of 
glycogen. The author also examined various forms of 
hypertrophic growth—for example, growing tumours 
endarteritis, lactating mammae, etc.—with, however. 
negative results, except very doubtfully in the case of 
cardiac hypertrophy. Experiments conducted on dogs 
and rabbits. such as extirpation of the pancreas, artificial 
production of liver hypertrophy by partial resection, and 
the action of liver poisons, were also negative. The 
results which Huebschmann arrives at are these: 
Glycogen is found in those organs—that is, liver and 
kidney—which take part in the metabolism of carbo. 
hydrates by storing up glycogen. When from any general 
cause, such as diabetes, the cytoplasm of these organs 
becomes unable to meet the demands made on it, the 
function is taken on by the nuclei, but, before the insuffi. 
ciency of the cytoplasm is complete, hypertrophy occurs, 
In diseases other than diabetes glycogen is also met with 
in the nuclei of hypertrophied cells when the atrophy of 
other cell areas has deprived them of their power of 
storing up glycogen. 


An interesting article appeared in a recent number of 
La Nature on the use of the oxyhydrogen blowpipe as a 
cutting instrument. Formerly the task of cutting huge 
pieces of metal, such as the armour plating of a battleship, 
was herculean, involving much time and enormously 
powerful machinery. To dismantle an antiquated battle- 
ship was the labour of many weeks, necessitating the 
careful undoing of rivets and laborious chiselling and 
hammering. Such a work can be accomplished by means 
of the blowpipe in a much more rapid and effectual way. 
The principle of its construction is simple and essentially 
the same as that of the ordinary laboratory blowpipe in 
which coal gas and air are employed. Two fine-pointed 
nozzles, which may be either alongside each other and con- 
vergent, or one within the other, deliver oxygen and 
hydrogen under pressure. The hydrogen may be replaced 
by acetylene or petrol vapour. The blowpipe is con- 
nected with the gas cylinders by a long flexible tube, 
which permits of rapid and ready manipulation in any 
direction. The hydrogen having been ignited, the jet 
is made to play upon the material to be cut. Even the 
hardest steel is rapidly melted, and as the blowpipe is 
made to work along a fixed line it very soon divides the 
material completely. Steel-plating even a foot in thick- 
ness cau be cut through in this way with remarkable ease. 
Moreover, the cut is surprisingly clean, the metal not being 
blistered or damaged in anyway, and it is affected only 
very superficially. The same method can be applied to 
the cutting of large trees and thick timber in place of the 
tedious sawing process. The uses of the instrument, how- 
ever, are not merely destructive. It can be used for making 
rails, for cutting: led iron, for drilling holes, and for a 
large number of other purposes for which chisels, drills, 
and so forth, are at present employed. The delicate pre- 
cision with which it can be handled render it suitable for 
shapiog various instruments and appliances, and in many 
cases would obviate the necessity for making those in two 
or more parts and then soldering the parts together. The 
disadvantages are few, the chief being the inconvenience 
of obtaining hydrogen. This can be met by the use of 
petrol which, although not so efficient, is in most places 
more ready to hand. 


AT the annual meeting of the Royal Institution on May 
2nd the annual report of the committee of visitors for the 
year 1909, testifying to continued prosperity and efficient 
management, was read and adopted. Thirty-three new 
members were elected, sixty-three lectures and twenty 
evening discourses were delivered, and 968 volumes added 
to the library during the year. The Duke of Northumber- 
land was re-elected president and Sir James Crichton- 
Browne treasurer. 
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THE HISTORY AND ETYMOLOGY OF THE 
FREE-MARTIN. 


InteREST in that strange creature, the free-martin, has 
been revived recently by Dr. Berry Hart’s attempt! to 
explain its nature and origin on Mendelian principles ; and, 
since there are facts and speculations regarding it scat- 
tered up and down throughout medical and veterinary 
literature which seem to have been to some extent 
overlooked, it may be useful to give some account of it 


re. 
the late Professor Taruffi? of Bologna was able to find 
traces of a knowledge of the existence of the free-martin 
in the classic writers. M. Terentius Varro,’ who died 
s.c. 28, and who was the author of no less than 500 
different volumes, all of which have perished save three 
or four, including the treatise De Re Rustica, and Lucius 
Junius Columella,‘ who flourished about a hundred years 
later and wrote, among other things, twelve books on 
agriculture, both referred to the sterile cow born co-twin 
with a bull calf. It was called tawra, perhaps on account 
of its great power of doing work; and Facciolati’s Lexicon 
(Bailey’s edition) has: 

TauRA, ae, f., larren cow, zaipa, vacca sterilis. Varr., 
1,2 R. R., c. 5: Quae sterilis est vacca, taura appellatur. 
Fest. : Tauras vaccas steriles appellabant, ait Verrius, quae non 
magis pariant quam tauri: Sed vero similius sit ex Graeco 
dictas, quia Graeci vaccas, raipas, appellant. Colum., 1, 6, c. 22: 
Et utique taurae, quae locum occupant fecundarum, ablegandae. 
4 Apud Serv. ad .in. 2, v. 140, dicitur taurea. 


Tarufii stated further that the English called such 
animals free-martins, the French tawres, and the Pied- 
montese mugne ; and he gave to John Hunter® the credit 
of having discovered (in 1779) the cause of their sterility. 
They were to be regarded as hermaphrodites. Fuil details 
of Hunter’s observations have been given by Hart.’ along 
with microscopical sections of the genital organs, which, 
by the way, are wonderfully good when it is borne in mind 
that the tissues cut were 140 years old. In view of the 
result of the examination of these organs (which has been 
to show them to be testicles), Scarpa’s observation,’ made 
soon after Hunter’s (in 1784) and referred to by Taruffi, 
comes to have a quite peculiar interest. The details, 
which do not seem to be well known, were as follow : 


A cow gave birth to twins—one a male, the other apparently 
a female. The latter was dissected thirteen months later by 
Scarpa. Externally it had an appearance closely resembling 
that of a bull, but under the abdomen were the mammary 
glands with teats. The external genitals were smaller than 
they usually are in a heifer of a vear. A small body projected 
from the upper angle of the labia, which, rising towards the 
anus, turned its point backwards in the shape of a hook. 
Behind the apex of this little body the urethral orifice lay 
hidden. The vagina, curved under the urethra, extended in- 
ternally to a distance of three fingerbreadths, and ended 
blindly. Its cul-de-sac was united posteriorly to a cavernous 
body, which sprung from the right ischium, and, bending some- 
what on itself, passed backwards and upwards to form the little 
body above referred to. This little body was apparently the 
clitoris, although its situation difiered from the normail, !ying 
as it did above the vagina and under the upper angle of the 
labia. The testicles were found situated high up in the 
abdomen ; they were well formed, but were somewhat smaller 
than they ought to have been in a bull calf of a year. On 
taking away the cremaster the vas deferens could in each be 
seen rising from the epididymis and descending towards the 
posterior surface of the bladder. There were situated the 
vesiculae seminales, with which the vasa deferentia communi- 
cated and passed downwards as a common duct. A large 
glandular body, resembling the prostate, embraced the neck of 
the bladder, and contained at the same time the urethra in the 
whole of its extent. Having opened the bladder and passed 
probes into the vasa deferentia, Scarpa saw them appearing in 
the urethra at the sides of a projection which occupied the 
position of the caput gallinaginis (veru montanum). The 
urethra then buried itself in the body of the prostate, became 
narrow again, and (still embraced by the prostate) ran upwards 
a little and opened at the upper angle of the labia. 


! BRITISH MEDICAL JOURNAL, March 19th, 1910, p. 706. 

; arufii, C., Storia della Teratologia, I, p. 66, 1882; IV, p. 132, 1886. 

aa arro, M. T., De Re Rustica, Bk. II, ¢. 5. 

“Columella, L. J., De Re Rustica, Bk. VI, ¢. 32. 

Hunter, J., Philos. Trans., 1779, vol. Pt. 1, p. 285; Observations 
on Certain Parts of the Animal Econom, London, 1786, 1792. 

7 Hart, D. Berry, Proc. Roy. Soc. Edin., xxx, Pt. 3, p. 234, 1909-10. 
M, Scarpa, A., Sopra un vitello-vacca detto dagli Inglesi Free-inartin, 
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This calf, therefore, had male internal genital organs, 
whilst the external ones were of the female type, differing 
from the normal only in the position of the clitoris. If the 
internal glands were testicles—and the description given 
seems to put this beyond reasonable doubt—then Scarpa’s 
observation showed that his free-martin was an imperfect 
male calf and not an imperfect female calf. Considering 
the early date of Scarpa’s contribution (1784), the informa- 
tion it gives is of the greatest importance. It is now estab- 
lished that in Hunter’s cases as well as in Scarpa’s the 
sexual glands were testicles. 

Taruffi also referred to observations on free-martins by 
Grognier (1834), Ercolani (1856), Longo (1862), Heusinger, 
and Arnsberg; but he gave no details. He, however, 
deplored the fact that information was not forthcoming 
telling whether the twins were in one chorion with a 
single placenta or not. Another Italian contribution to 
the subject of the free-martin was made by Parona, who 
gave a description of the genital organs, and named the 
animal vaccatoro. 

The frequency with which an anomalous condition of 
the genital organs was found to exist in twin calves 
suggested the inquiry whether in the human subject 
similar defects were to be found under like conditions. 
Cribb“ led the way with an investigation regarding the 
procreative powers of the woman whose co-twin (sociws in 
utero) had been a male; and Sir J. Y. Simpson’s researches” 
soon showed that the alleged infecundity of females born 
co-twin with males would not bear statistical investigation. 
The latter writer collected the married histories of 113 
women born co-twin with males, and found that 103 had 
families; by adding some triplet cases and 1 quadruplet 
he got 123 females, of whom 11 only had no offspring. 
Dr. Allnat’ had already stated his belief that while 
women born co-twin with males might prove to be sterile, 
there was no reason why they should on that account be 
“ consigned to free-martinism.” Even in the case of the cow 
the mere circumstance that a cow calf was born co-twin 
with a bull calf was not in itself sufficient to warrant the 
conclusion of infertility; and Moore! reported an instance 
of a free-martin having healthy offspring. The explana- 
tion of these facts is, in the light of more accurate know- 
ledge, not far to seek. If the free-martin be really an 
imperfectly developed animal of the same sex as the 
co-twin, then it must necessarily be unable to bear a calf 
when the socius in utero is a male. It will probably turn 
out to be the case that such twins are always uniovular 
and have only one chorion, and that twins which are really 
of different sexes (that is, have ovaries in the one and 
testicles in the other) are binovular or dichorionic. In the 
latter case infertility does not seem to be more frequent, 
in the human subject, at least, than in females who are 
not twins. 

Although the statistics showing that women born 
co-twin with males are not necessarily or even probably 
sterile have been in the possession of the medical pro- 
fession for many years, the question is revived afresh now 
and again. Thus, in 1887, a number of letters appeared 
in this JourNat,’? among which was one from Mr. C. 
Roberts, in the course of which he quoted the following 
interesting statement from a letter written by Dr. Edward 
Jenner to the Rev. Dr. Worthington (April 5th, 1810) : 


Pray don’t part with your free-martin. It will bea beautiful 
animal, and docile and useful in your fields as the ox. I have 
dissected many; but why this mingling of the sexes should 
arise under such circumstances eludes all my guesses. I was 
the first who made the fact known (some thirty years ago) to 
Mr. Hunter. 

Another letter, signed “ W.,” narrated a case of labour 
in a woman who had been born co-twin with a male. It 
was a difficult forceps extraction; the child was living, 
but the mother died of puerperal mania. It had been 
said by a Gloucestershire farmer about this woman: “Of 
course, you never expected her to get over her confine- 
ment; why, she was just like a free-martin, and had no 
hips at all.” ‘“W.” went on to say that the general view 
among farmers was that the free-martin did not breed, 
but that if by any chance she did so she generally died ; 


8 Cribb, J, J.. Lond. Med. Repostt., xx, 213, 1823. 

9Simpson, J. Y., Med.-Chir. n.s.. xl, 519, 1843-4; Obstetric 
Memoirs and Contributions, vol. i, p. 314, 1855. 

10 Allnat, R. H., Lond. Med. Gaz., xviii, 528, 1836. 

11 Moore, J., Med. Exam., Philadelphia, n.s., viii, 82, 1852. 

12 BrivTIsH MEDICAL JOURNAL, 1887, vol. i, pp. 47 93, 141, 187. 
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and he quoted his brother in Australia, who had had great 
opportunities of making observations, and who said that 
he hod never known one breed. They had heads and 
necks of the male type, with the hips narrow. When cut 
up the ovaries were seen to be misplaced, lower in the 
pelvis, and looking like undescended testicles. Another 
series of letters appeared in the JournaL" in 1902, in 
which instances were given in which both the female and 
the male twin, in the human subject, had had children. 
One of these was a somewhat remarkable case. A female 
twia married and had four children; her twin brother 
(socitus in utero) married a woman who had been born 
co-twin with a male, and she had by him one infant." 

These cases are more than sufficient to show that the 
alleged infertility of the human female born co-twin with 
a male is not supported by facts; but an interesting line 
of investigation lies open still as to the state of the genital 
organs in twins born in a single chorion. It is well 
known that such monochorionic (uniovular) twins are 
subject to the most advanced of all the varieties of terato- 
logical manifestation, the monstrosities denominated para- 
cephalic, acardiac, acormic, acephalic, and anidean; in 
such grossly malformed fetuses, the genital organs were 
often described as anomalous also; and it remains to be 
shown whether twins which are not externally malformed, 
but have been nourished by the same placenta and situated 
within the same chorion, show genital anomalies. It is 
among such infants that we may most naturally look for 
the human homologue of the free-martin; thus in mono- 
chorionic female twins we may perhaps find that one has 
the external organs of a female, but possesses testicles 
instead of ovaries. 

But it is time to turn to another vexed question, the 
etymology of the term ‘'free-martin.” The entry under the 
term in the New English Dictionary has this short note 
by Dr. Henry Bradley: “Of unknown origin; compare 
with the Irish and Gaelic mart, heifer.” This is some- 
what discouraging; but let us see if any light can be 
thrown on the matter. 

In the first place it has to be remembered that free- 
martin is only one of a long series of terms applied to 
animals of the bovine tribe according to their age, sex, 
and condition as regards reproduction.” Beginning with 
sire (bull) and dam (cow), there is the calf, when male 
called a bull-calf, when female named a quey, heifer, or 
cow-calf; the bull-calf castrated is a stot-calf, and the quey 
with ovaries obliterated is the spayed quey or heifer; in 
the second year the progeny are stirks, the male being 
a steer or stot yearling, and the female a quey or heifer 
yearling; in the third year, the steer or stot is equivalent 
to the ox. A castrated bull is a segg. A cow that slips 
her calf (that is, aborts), or that misses calf (that is, can- 
not be impregnated) is an eill-cow; when a cow goes dry 
of milk she is a geld-cow, and when she gives milk she is 
a milchcow. Finally a free-martin is a quey calf of twins 
of bull and quey calves. Corresponding terms are used in 
describing sheep—for example, ram, ewe, lamb, tup-lamb, 
hogg-lamb, wether-hogg, shearling-tup, gimmer, dinmont, 
wether, etc. Many of these terms have an etymology 
almost if not quite as obscure as free-martin—for example, 
gimmer, dinmont, eill. The name “free-martin,” it may 
be added, is used for sheep as well as calves. 

Before considering the meaning of martin, it may be 
well to inquire into the significance of free. Writers on 
the subject seem generally to have concluded that the 
word is what it appears, and have sought for explanations 
on this supposition. Mr. Haxell,! for instance, suggested 
that it meant exempt from breeding, in reference to the 
infertility of the animal; and of course that may be the 
solution of the problem. But the adjective ‘‘free” is also 
applied to a horse which is willing, or ready to go; thus 
the “free horse” of a pair is the conscientious one which 
does more than his share in drawing a carriage. Perhaps 
there is here a reference, therefore, to the usefulness of the 
free-martin in the fielde, a fact vouched for by Dr. Edward 
Jenner (vide supra). But it must be remembered that 
apparent etymologies are always suspicious, and it may be 


13 British MEDICAL JOURNAL, 1902, vol. ii, pp. 1691, 1752, and 1940. 

14 Other cases have been reported by P. Thompson and J. P. Phillips, 
Notes and Queries, 2 s., iii, 148, 196, 235, 258, 278, 1857. 

45 Ballantyne, J W. Trans. Edin. Obst. Soc., xviii, pp. 105, 209, 260 
267; xix, pp. 69, 79, 1892-3-4. 

'5 See Stephens, H., Notes and Queries, 2 s., i, p. 416, 1856. 

17 Haxell, E., BRITISH MEDICAL JOURNAL, 1887, vol. i, p. 187. 


that *G. P. B.”"* is on the right track when he suggests 
that free is really a contraction of ferry, ferow, or farrow 
This word is discussed both in the New inglish Dictionay 
and in Wright’s English Dialect Dictionary. According 
to the former, it is of unknown derivation, but both 
connect farrow cow with the Flemish varvekoe—a cow 
that gives no milk—and the W. Flemish varwekos—g 
cow that has ceased tc be capable of producing offspring, 
Kilian makes the important statement that verrekoe ig 
equivalent to ¢aura. The term farrow cow is most com. 
monly used in Scotland and the northern counties of 
England; and both the New and the Dialect Dictionaries 
give illustrative quotations, one of which is dated 1494, 
lf its meaning be a cow that is not with calf, then it ig 
not difficult to suppose that free in the term free-martin is 
simply farrow in its Scottish sense; but it would appear 
that it rather signifies a cow that has had a calfcne year 
and misses having one the next, and this, of course, ig not 
what is understood by a free martin. 

Doubt also attaches to the word martin. It would seem 
to be reasonable to derive it from the Gaelic mart, a cow; 
but a great deal has been written in the attempt to trace 
it in some way or another to St. Martin of Tours. At first 
sight there seems no warrant for connecting the cow (now 
known to be an imperfect bull) with this fourth centur 
saint, so renowned for his charity. It is true that the 
Golden Legend tells how a cow that was tormented of the 
devil, and was wood (mad), ran against St. Martin and his 
fellowship; and how he said to the devil which sat on 
her back, ‘‘ Depart thou from this mortal beast, and leave 
to torment this beast that noyeth nothing, and anon he 
departed; and how the cow kneeled down to the feet of 
this holy man.” This incident can hardly serve to make 
the Bishop of Tours the patron saint of cows, although it 
must be confessed that various animals and birds (for 
example, Chelidon wriica) are named after him with even 
less apparent reason. 

Haxell (loc. cit.) suggests that St. Martin was the patron 
saint of twins and unusual fecundity. and he quotes from 
Hollybrand’s Dictionary (1593) that the expression “St. 
Martin’s hammer’’ was used of a woman that had borne 
twins. A more plausible connexion is found in the 
circumstance that on November 1lth (Martinmas, an 
important term dayin Scotland and the north of England), 
it used to be customary ito slaughter cattle to be salted for 
winter provision ; martinmas-beef was the meat of an ox 
salted at Martinmas. In Wright’s Dialect Dictionary 
there is a statement emanating trom Leicestershire to the 
effect that the martin ‘‘was not a true heifer, but an 
undeveloped male with many of the characteristics of the 
ox, and generally fattened and killed about Martinmas.” 
Holt White’? hazards the suggestion that the beef of the 
free-martin was considered better than ordinary ox-beef, 
and was therefore reserved for St. Martin’s Day, a great 
feast among our ancestors. Finally, the word mart 
(maert, mert, or mairt) is commonly given in Scotland, 
Northumberland, Durham, and Cumberland to a cow or ox. 
fattened to be killed and salted or smoked for winter pro- 
vision; and the Dialeci Dictionary gives a quotation from 
Brand’s Popular Antiquities to the effect that “two or 
more of the poorer sort of rustic families still join to 
purchase a cow for slaughter at this time (Martinmas), 
always called in Northumberland a mart.’ It will be 
seen, therefore, that reasons are in existence for connect- 
ing the free-martin calf with St. Martin, or at any rate 
with his day (November 11th); but the possibility of an 
etymological relationship with the Gaelic mart, a cow, 
must not be forgotten. lf the latter view be taken, and if 
free be regarded as a contracted form of farrow or ferry, 
then a free-martin would be simply a “ farrowcow.” Only 
it has now been shown that anatomically it is not a cow 
but an imperfect bull. 

By reason of the mystery of its etymology, as well as op 
account of the uncertainty of its genital conformation, the 
free-martin bids fair to be of no less interest than the 
moon-calf, of which we wrote some years ago.” By the 
way, no lexicographic subtlety seems yet to have been 
expended upon the thesis that perhaps the free-martin 18 
after all a moon-calf. ims 


18 G, P. B., BRITISH MEDICAL JOURNAL 1887, vol. i, D. 93. 
19 Notes and Queries, 2s, iii, 196, 1857 f 
20 BairisH MEDICAL JOURNAL, 1900, vol. i, p, 780, 
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SATURDAY, MAY 7rn, 1910. 
MR. BOOTH ON POOR LAW REFORM. 


Mr. CHARLES BOOTH’sS book on Poor Law reform, a 
full account of which is given at page 1116, will 
undoubtedly add to his reputation as one of the fore- 
most authorities on all that relates to Foor Law 
administration. In many respects his scheme may be 
said to fill in the outlines sketched in the memo- 
randum of Dr. Downes appended to the reports of the 
Poor Law Commission. When Dr. Downes pointed 
out that no fewer than 225 readjustments of areas 
would have to be made if county and county borough 
councils were to supplant boards of guardians, he was 
quoting Mr. Booth’s authority. The reply was made 
that the readjustments were largely matters of 
clerical work, and of the transfer of properties by 
legal instruments, which, though requiring some 
time to arrange, were by no means excessively 
difficult. Mr. Booth now attempts to show that the 
difficulties of readjustment have been greatly under- 
estimated, and that the problem is most difficult as 
well as most urgent in the great urban districts 
which contain over two thirds of the population. It 
will probably surprise many to find how numerous 
are the unions which extend into two or three different 
counties, or comprise part of an administrative county 
with part or the whole of a county borough, and how 
often county boroughs have a large suburban popula- 
tion quite outside their boundaries but still organically 
connected with them by social and industrial ties. 
To extend the borough boundaries to include these 
suburban districts would involve not merely readjust- 
ment of Poor Law areas, but a complete readjustment 
of municipal areas. Again, though the whole Com- 
mission was agreed that enlargement of areas is 
needed on grounds of economy and efficiency alike, 
many county boroughs are actually smaller than the 
present Poor Law areas. and far from able to 
support a complete set of institutions. On these, 
among other grounds, Mr. Booth objects to counties 
and county boroughs as areas for Poor Law purposes. 
He argues that everything necessary in the way of 
enlarged areas can be better obtained by the grouping 
of unions, and without any of the trouble and cost 
and irritation that would result from completely 
abolishing boards of guardians. 

It will be seen that Mr. Booth’s scheme for grouping 
of unions under district boards vitally affects all pro- 
vision for sickness. It involves keeping the public 
health service of counties and county boroughs quite 
separate and distinct from the medical assistance 
service. He supports his contention by the argument 
that the two services differ fundamentally in the 
essential character of their: work, and that there are 
distinct spheres of work for the Poor Law, the public 
health authorities, and voluntary agencies. It may be 
objected that he has not paid sufficient attention to 
the serious overlapping that exists between the Poor 
Law medical service and the work now undertaken 
by public health authorities, leading not only to a great 


waste of public funds, but turning services which ough 
to be mutual allies into competitors or opponents 
It has been pointed out in previous articles that there 
would be a great advantage in having the whole of the 
public medical service under one authority, which 
might form two separate departments—a sanitary 
department for sanitary and preventive work, and a 
medical assistance department—the authority itself 
co-ordinating the work of its own two departments, and 
thus preventing the present overlapping. Mr. Booth’s 
scheme does not run altogether counter to this idea, 
but its realization would involve making the Local 
Government Board, not the local councils, into the co- 
ordinating authority. Were this done, a strengthening 
of the position of the Local Government Board would 
be necessary to enable it to interfere whenever and 
wherever the medical assistance and sanitary services 
showed any signs of overlapping—a reform which all 
reformers are agreed must come sooner or later. As 
Mr. Booth well says, overlapping must in some way 
be replaced by dovetailing. 


But Mr. Booth evidently feels that the first tasks 


to be undertaken is to persuade every kind of 
voluntary medical agency, including charitable 
hospitals, provident dispensaries, and medical clubs 
of all sorts, to define rigorously the scope and 
sphere of the work which they propose to do. 
In spite of any Poor Law or public health legislation, 
voluntary agencies will no doubt continue to claim 
a large measure of independence, for the very essence 
of charity is its freedom to do as it likes. It raust 
always overlap to some extent any public service, 
and any attempts to define by law the area of 
charity would end in making the charitable 
public tie up its purse-strings. But while we 
cannot get away from this fact, there is a natural 
limit to the freedom, at all events, of medical 
charity in the fact that charitable persons must 
depend in the long run on medical men to carry out 
their benevolent intentions as to the treatment of the 
sick. No amount of money given to a hospital will 
be of any avail without medical men to work out the 
objects of the charity. This, in fact, puts a great 
responsibility on the medical profession to see that 
medical charities are not abused. The profession 
cannot shirk this responsibility ; to do so would be to 
act as an accomplice in the abuse. The allurements 
and inducements offered to the profession are often 
very insidious, the object being to obtain its help in 
working out the aims of benevolent persons, who, 
unfortunately, often overlook the moral damage that 
comes from indiscriminate charity; and without a 
firm resistance on the part of medical men to all such 
personal allurements and inducements, there is little 
hope of reform of hospital abuse. Mr. Booth goes to 
the root of the question when he expresses the 
opinion that voluntary agencies insist on having the 
first choice of the patients to be treated, and that the 
Poor Law must supply deficiencies. It seems imprac- 
ticable to reverse this and to say that the Poor Law 
must first define rigidly its own sphere and leave all 
the rest to charity, for charity leaves serious gaps in 
its work; there is no power to compel it to fill them 
up; and in the long run the Poor Law, or some 
organization which shall replace it, must fill up the 
gaps. What is needed is that medical charities should 
voluntarily make for themselves rules, rigid in some 
directions but flexible in others, and that failure to 
abide by these rules should in the last resort involve 
the denial of the indispensable assistance of medical 
men. We cannot blind ourselves to the fact that the 
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medical staffs of charitable hospitals are often half 
afraid of the lay boards and half suspicious that any 
revolt will simply open the door to other medical 
men who may have fewer scruples about hospital 
abuse. In other words, they suspect the unity and 
loyalty of the profession. Unfortunately there have 
not been wanting some grounds for these fears 
in the past, but it is precisely here that the 
British Medical Association has now the oppor- 
tunity of exerting its influence. It is to the 
Association that public men are looking to propose 
some scheme to prevent hospital abuse, and for a 
practical plan of carrying it out. We are almost 
afraid that with many lay boards of management 
there is no argument but force. This the profes- 
sion skrinks from applying, preferring persuasion 
first. But the Poor Law Commission felt, what Mr. 
Booth now strongly reasserts, that the reform of 
medical charities lies at the root of all reform of 
public medical assistance. Delay in reform of the 
charities has come to be an obstruction to Poor Law 
medical reform, and thus the duty laid on the medical 
profession, and on the British Medical Association as 
representing it, has become urgent. 

Similar observations apply to provident dispen- 
saries and medical clubs of every sort. Contract 
medical practice in its present form is a standing 
obstacle to all public medical reform. To put contract 
practice on a proper basis must be a preliminary to 
any medical reform, not a consequence of it. We 
would specially draw attention to Mr. Booth’s remarks 
on this subject; he is quite correct in saying with 
regard to medical clubs that the British Medical 
Association has come to the “conclusion that a 
scheme could be framed under which the medical 
men in every locality would agree to work.” He 
recognizes that: local medical men must have a voice 
in the matter, but he is emphatic that this must 
“always be subject to such centralized influence as 
medical associations may bring to bear.” In short, 
without perhaps knowing it, he would seem to approve 
of the work which is at present engaging the attention 
of the Special Poor Law Reform Committee of the 
British Medical Association, the object of which is to 
formulate a scheme for a centrally organized and 
directed medical service for the poorer classes above 
the verge of pauperism. He makes no direct 
allusion to compulsory sickness and _ invalidity 
insurance, but the inclusion of this only alters the 
problem by making it of wider import. Its hardest 
part is to find a way of dealing with the class 
that “ occupies ground between relief under the Poor 
Law and independent self-support,” and it is for this 
class that the medical profession “agrees to work on a 
co-operative basis.” Once let the problem of dealing 
with this class for medical attendance be solved and 
the rest will be comparatively easy. Charitable hos- 
pitals and medical clubs must first see their way to 
some joint organization among themselves, and no 
body is so well fitted to initiate this as the British 
Medical Association. A beginning has been made in 
an attempt to centralize the basis of contract medical 
practice; charitable hospitals must next, and with the 
least possible delay, be brought into line. Only then 
will it be possible to secure “by an elastic combina- 
tion of the Poor Law and voluntary institutions a 
reasonable measure of equality of opportunity in 
obtaining medical treatment in all parts of the 
country, and this without sacrificing, but in as far as 
possible encouraging, every form of private effort and 
public spirit working in the same direction.” 


CARDIOLYSIS. 

Now that the records of some twenty operations haye 
been published and made it plain, since no operative 
death or untoward complication has ensued, that 
precordial thoracostomy as a surgical procedure ig 
without grave danger, it is worth while considering 
what is the legitimate field of the measure and what 
results may be expected. 

Readers of the BRITISH MEDICAL JOURNAL have had 
opportunities of becoming familiar with almost every 
aspect of the question—anatomical, pathologica), 
medical, and surgical—from the papers of Dr, 
Wenckebach,' Mr. Thorburn,’ and Dr. Bewley.’ They 
are aware that in cases in which the heart is adherent. 
to the pericardium, and the pericardium to the over. 
lying chest wall, removal of the rigid or semirigig 
bony and cartilaginous precordium breaks the chain 
of stresses which embarrasses the heart to a point 
beyond long endurance, and relieves a_ serious 
mechanical interference with respiration. They 
are aware, moreover, that as an advance on the 
original proposals of Brauer, Morison advocated 
a similar surgical measure for the relief of intra. 
thoracic pressure, due merely to the size of the 
heart itself or to its involvement with a mediastina} 
tumour. He suggested, too, that where the contract. 
ing heart actually makes impact against the bony 
walls, the persistent abnormal stimulus leads to an 
exhausting expenditure of energy. Dr. Bewley points 
out that where the impact of a hypertrophied heart 
upon the chest wall is powerful enough to raise the 
sternum and ribs at every systole, the total waste of 
power must be very great. 

In cases of adherent pericardium the great difficulty 
of exact anatomical diagnosis is well recognized, 
Textbooks refer to various pathognomonic signs, but 
scarcely ever vouch for their reliability. The only 
one that meets much favour is the occurrence of 
“systolic relapse and diastolic rebound within the 
region of the apex.” Schlayer‘ has recently reviewed 
12 cases, admitted to the Tiibingen Clinic within the 
last three years, where this sign was an outstanding 
feature demonstrable by mechanical record. He finds 
in the first place that the associated clinical pictures 
differ to an extreme degree. In not more than four, 
or perhaps six, could it be said that the heart occupied 
the centre of the picture. He was able to show that 
many symptoms apparently dependent on cardiac em- 
barrassment or failure, such as cyanosis, dyspnoea, 
oedema, hepatic enlargement, ascites, and so on, were, 
in fact, not the expression of circulatory failure at all 
but of a widespread affection of serous membranes in 
which the pericardium happened also to be affected. 
In two the process was tuberculous; in one possibly 
syphilitic; in some there was reason to suspect 
“rheumatism,” for there had been polyarthritis or 
endocarditis, but in the rest, and in some of the 
“rheumatic” cases, it could only be said that there 
was a susceptibility to chronic inflammation of the 
serous membranes, pleura, pericardium, peritoneum, 
and so on, what he has the temerity to call a“ serousitic 
diathesis.” It is probably only another aspect of those 
cases of extremely chronic peritonitis which are familiar 
as affecting more particularly the hepatic region and 
necessitating the Talma-Morison operation. Where 
respiration is impeded by pleural effusion, where the 
liver is enlarged and ascites present, where oedema of 


1 BRITISH MEDICAL JOURNAL, 1907, vol. i, p. 63. 
2 Ibid., 1910, vol. i, p. 10. 

8 Tbid., 1910, vol. i, p. 914. 

4 Muench, med. Woch., 1910, No, 14, p, 729. 
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the lower extremities and oliguria are evident, and, 
in addition, there are signs of adherent pericardium, 
it is easy to see that such conditions would be 
naturally attributed to circulatory failure. The dif- 
ferential points are few. It is obvious, however, that 
in such a case very little, if any, good could be 
expected from a thoracostomy, for despite the adhe- 
sions, it is not the heart that is the seat of the 
mischief. It is very old ground, but it is good footing 
for urging the adoption of operative measures in these 
circumstances only after the most exhaustive study of 
the evidence and complete confidence that the cardiac 
muscle is overstrained or likely very soon to exhaust 
its reserve power, and that there is no overshadowing 
disease of other tissues. 

When it comes to performing thoracostomy for the 
relief of intrathoracic tension due to mediastinal 
tumour, very definite proof of probable advantage is 
required in justification. It appears that the relief of 
anginoid pain and other symptomatic palliation is in 
view, but the number of instances in which it is called 
for must be very few. Where the heart is enlarged as 
the result of disease in the endocardium and cannot 
obtain sufficient room, by bulging the precordium, as 
in the case of young children, it sounds reasonable 
enough to give more room by operation. The 
anaesthetist will, however, require a good deal of 
reassurance, and the surgeon a certain amount of 
persuasion, that the game is worth the candle. Not 
that the operation itself is difficult. Most of the 
surgeons who have reported cases are agreed that 
removal of the fourth, fifth, and sixth ribs and 
cartilages, with or without part of the sternum, is 
simpler than they anticipated. The only difficulty 
seems to be to remove the posterior periosteum with- 
out injuring the pleura. There are two ways of sur- 
mounting it. One is not to remove it—and Konig has 
shown that the risk of regeneration of bone is 
minimal; the other is to operate under arti- 
ficial pressure conditions. There are cases, more- 
over, in which there is so much underlying fibrous 
tissue that the pleura is not endangered by dissec- 
tion of the periosteum after subperiosteal resection 
of the bone. The operation is closely analogous to 
those performed under the name “ pleuro-pneumo- 
lysis thoracoplastica” for phthisis, and for other lung 
conditions, but the operation known as “ Delorme’s,” 
which proposed to open the pericardium and free the 
adhesions between the heart itself and the peri- 
cardium is found to be impracticable. Kocher tried it 
several times upon the cadaver, but was unable to 
avoid severe damage to the heart. The term “ cardio- 
lysis,” therefore, though it has got into the textbooks, 
is not very precise. Moreover, the adhesions to the 
chest wall it proposes to liberate are sometimes con- 
Spicuous by their absence, and it is fortunate that 
nevertheless the patients upon whom the operation 
has been performed have almost all benefited, a few 
of them to the extent of resuming a laborious 
occupation. 


TREATMENT OF SCHOOL CHILDREN IN 
LONDON. 
THE conference held by the Metropolitan Counties 
Branch with reference to the medical treatment of 
school children on Wednesday last is reported in the 
SUPPLEMENT for this week. It was held in accord- 
ance with the scheme of action formulated by a 
Special committee of the British Medical Association 
to carry out the policy arrived at after full 


discussion at the Annual Representative Meeting 
in Belfast last year. This policy and the con- 
siderations upon which it is grounded were very fully 
explained by Sir Victor Horsley, and we need not 
repeat what he said. It may, however, be recalled that 
while the Association was able at Belfast to lay down 
general principles, it was fully realized that they must 
be applied in accordance with local conditions and 
after full discussion and negotiation in each locality. 
It is therefore considered advisable that each Division 
or group of Divisions should call a conference without 
delay to determine the details of the scheme or 
schemes which the medical practitioners resident and 
practising within the area controlled by the education 
authority concerned would be prepared to support. 
The novelty of the arrangements which are being 
made under the Education (Administrative Pro- 
visions) Act, 1907, for the treatment of school 
children gives the Association through its Divisions 
an opportunity of effective action, such as it cannot 
possess in dealing with public services of long stand- 
ing, but this very circumstance creates a danger that 
some Division may, for want of information as to what 
has been done elsewhere, and for want of giving timely 
attention to the matter, assent to arrangements preju- 
dicial to the interests alike of the public and the profes- 
sion. Already in some places, perhaps in many places, 
education authorities, following the tendency which 
seems to affect all public authorities to exploit the 
labour and skill of medical practitioners, are estab- 
blishing bad precedents, and, as we have already 
pointed out, the most serious of these seems, to 
be the acquiescence by the staffs of voluntary 
charitable hospitals in schemes for providing 
medical treatment for school children sent to 
these institutions at the instance of the education 
authority. As is very well known, this is what the 
London County Council has done, and the plan received 
the sanction of the Board of Education. This 
sanction, however, is only effective for one year, and 
there is good ground for the hope expressed by Sir 
Victor Horsley that the scheme may be given up at 
the end of this provisional year, and that there 
may be established in each division of the metropolis 
a proper organization, such as has been established 
at Wandsworth and Norwood, with the result that 
children will receive prompt and adequate treatment 
within reasonable distance of their schools and homes. 
Mr. Stanley Boyd, who was chairman of the committee 
appointed to negotiate with the Education Committee 
of the London County Council on behalf of certain of 
the London hospitals, urged that the institution of 
school clinics would inevitably result in the establish- 
ment of beds, so that the clinic would grow into 
a children’s hospital, one result of which would 
be that the general hospitals would, to a very 
large extent, be robbed of patients necessary for the 
proper instruction of medical students—aview which 
would appear to be entertained by the medical staffs 
of certain other teaching hospitals. This argument 
seems to involve a justification of the present system 
of overgrown out-patient departments used for the 
treatment of all sorts of minor ailments, and not as 
consultative institutions, and it does not apply in 
the case of the serious illness of children requiring 
treatment in the wards. Another contention ad- 
vanced by Mr. Boyd appears to be that the demand 
for the treatment of school children is exaggerated, 
inasmuch as the experience at the London Hos. 
pital had shown that the expectation of a large 
increase of child patients had not been fulfilled, 
and that after a slight increase the figures had sunk 
to the normal. This statement appears not to have 
been accepted by Dr. Sidney Phillips, who, in his 
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speech, supported and even went far beyond Mr. Boyd. 
Dr. Phillips seems to have admitted that the figures 
brought forward show that the hospitals could not 
receive the children. Further, it must be remem- 
bered that it has been clearly proved—and that 
it is, we believe, generally acknowledged—that the 
manner in which tbe hospitals are clustered in 
the centre of London would prevent them from 
adequately meeting the requirements. Dr. Beaton, 
who is a member of the London County Council, 
spoke strongly against the scheme approved by the 
majority of the Council, admitting that it was wholly 
inadequate, but added that the medical profession 
would not be able to do much unless it made up 
its mind to be united. In this connexion the 
observations of Dr. Lauriston Shaw are well worthy 
to be weighed not only by members of the pro- 
fesssion in London, but also by those in all 
other great centres of population; while, on the 
one hand, he expressed the desire to bring home 
to the staffs of the hospitals that to treat these 
children was an abuse of charity, on the other he 
pointed out that the scheme of the London County 
Council had been evolved before the general practi- 
tioner had roused himself to recognize his responsi- 
bilities in the matter. We may conclude as we began, 
by pointing out that the profession now has an 
unprecedented opportunity of doing a great national 
service, and establishing this new form of medical 
assistance on a basis just alike to the children and to 
the public. 


THE ANTIQUACKERY CAMPAIGN IN GERMANY. 
LAst month the Gesundheitslehrer entered on its 
thirteenth year of publication, and in offering it our 
congratulations on this auspicious occasion we find it 
a pleasant duty to call attention to the mission of this 
periodical and the way in which that mission is 
carried out. The journal, which is edited by Dr. 
Kantor of Warnsdorf and Dr. Neustiitter of Dresden, 
is the official organ of the German Society for the 
Suppression of Quackery, and appears monthly. It is 
divided into two parts: one consists of articles on 
various ailments and medical matters described in 
a popular style, by means of which the public is 
taught the significance of symptoms, the importance 
of hygienic mensures, and the effects of neglecting 
disease, and indirectly the necessity of securing the 
services of properly trained and responsible medical 
practitioners to undertake the treatment of all ail- 
ments. The other part deals with the quack himself. 
In Germany and Austria libel actions are not so 
ruinously expensive to defend as they are in this 
country, and the editors hope by attacking the quack 
boldly, by publishing the details of prosecutions, and 
criticizing the failures of the law to bring these 
persons to book, to teach the public the true value of 
quack remedies, and thus to limit the traffic. The 
Gesundheitslehrer has a subscription list of 7,500, and 
its circulation now amounts to 10,000 copies. In the 
March number there appears an able article on the 
booklet entitled Secret Remedics, published by the 
British Medical Association, in which the editor 
points out how extremely valuable that publication is 
for the suppression of the sale of nostrums not only in 
England, but also in Germany and elsewhere. He 
calls attention to the fact that proprietary medicines 
like Williams’s Pink Pills, Gloria Tonic, Mother 
Seigel’s Syrup, and so on, are not unknown abroad, 


1 Secret Remedies, What They Cost and What They Contain. To b 
ry an usiness Manager o e British Medi iati 
429, Strand, London, W.C. Post free, 1s. 34. eet 


and that the German as well as the Englishman wi}} 
find in the book highly useful information with 
regard to many well known preparations. The editor. 
states that “the articles do not stop at an exact 
recital of the contents, but the chemical analyses are 
critically compared, often with striking humour, with 
the qualities claimed in the advertisements; the true 
value and the real quality are set forth side by side 
with the price at which the nostrums are sold and 
their supposed virtues.” 


THE ANTIVACCINATION GERM KILLER. 

Ir is a curious feature of the law as to secret remedies 
that the State should share the profits arising out of 
the amazing transactions and the unblushing repre- 
sentations by which a confiding public is so often 
gulled. A few grains of carbonate of soda delicately 
tinted and neatly packed could be sold to the public 
and puffed as a certain cure for all diseases incidental 
to mankind provided a Government stamp were affixed 
to the package of a value in proportion to the price 
charged for the ‘‘cure.” Without the stamp it is not 
permissible to utter any of the claims. With the 
stamp there is no limit upon the exaggeration and 
fiction in the puffing literature thus licensed which 
keeps the sales going. “The advertising quack who 
wearies with tales of countless cures” is still treated 
seriously by a large section of the public. The 
vendors have discovered that sweet are the uses of 
advertisement for which the public unwittingly pays. 
On page 1120 of this issue we publish a further contri- 
bution to the “secret remedies” series. The analysis 
of the “Crimson Cross Remedies” and the extracts 
from the statements of the marvellous virtues of these 
‘natural remedies” which do not ‘‘coerce” Nature, 
but gently “coax the organs back to a natural and 
healthy action,’ might astonish even an antivaccinator 
if his mind were open to instruction. The ointment, 
it appears, was introduced about fifty years ago, but has 
proved adaptable tc the progress in medicine which hae 
taken place since its virtues were first announced. 
“It now includes,” says the circular enclosed, ‘“ in- 
fectious as well as most other diseases.” In fact the 
patient is rendered ‘“non-infectious.” Also, ‘there is 
no foothold for microbes where this ointment is 
applied.” ‘Ve suppose the feet of the microbes are 
not adapted to the greasy surface formed by the oint- 
ment. This remedy, when combined with one of 
the internal ‘mixtures,’ is a cure for almost every 
ailment known. Consumption, cancer, bunions, en- 
larged toe-joints, and small-pox. etc. all yield to the 
magic of the Crimson Cross remedies. In typhoid, “if 
the head is not well soaked with the ointment, an 
abscess is liable to form on the brain”! During some 
six months of last year an advertisement of these 
remedies appeared on the cover of the Vaccination 
Inquirer, in which figures of the Gloucester epidemic 
were quoted showing the fatalities under various 
treatments. Needless to say, the cases which came 
under Captain Feilden’s Crimson Cross Ointment 
treatment are shown to have had a much lower 
mortality rate than those otherwise treated. The 
advertisement states that the figures were “ investi- 
gated, compiled, and contributed to the medical press 
by Lieutenant-General Phelps and Dr. Hadwen.” A 
full statement of these investigations would be in- 
teresting. We wonder if Dr. Hadwen’s investigations 
extended to an inquiry into the composition of this 
cure-all and “ germ killer” ointment whose advertised 
virtues include the preposterous claim that in this 
nostrum we have ‘a simple solution of the vaccina- 
tion question.” 
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TRANSIENT BLINDNESS DURING PREGNANCY 
AND LABOUR 

TRANSIENT blindness during pregnancy and labour 
_a condition with which every practitioner should be 
thoroughly familiar—is ably described by Mr. Sydney 
Stephenson in an article in The Ophthalmoscope for 
March, 1910. He cites two cases examined by him 
at Queen Charlotte’s Hospital, reviews the literature 
of the subject, and, finally, summarizes his facts and 
discusses the etiology of the symptoms observed. 
A short note by Dr. W. P. Herrirngham concludes 
the paper. Puerperal amaurosis was described as 
far back as 1672 by Segar, and since then the allu- 
sions to it in medical literature have been frequent. 
Stephenson gives forty-ive references, and the list 
could easily be increased. The symptoms are typical. 
Towards the end of pregnancy, either in a primipara 
or a multipara, or during actual labour, blindness 
supervenes. Generally it is absolute, light perception 
being absent. ‘Shortly after delivery the sight rapidly 
returns, and is often normal within afew days. In 
a few cases the visual defect has been qualitative 
rather than quantitative; there has been a central 
scotoma or hemianopsia. Thus, one woman perceived 
all individuals as without noses although the rest 
of the face was clearly recognized. An examina- 
tion of the fundus shows no changes from the normal, 
and the pupils react to light. The loss of sight is 
commonly associated with convulsions—puerperal 
eclampsia; with scanty urine containing at least a 
trace of albumen, often a large amount; with casts 
and sometimes blood; with headache which tends 
to be very severe; and with dropsy. In fact, 
puerperal amaurosis is but a symptom of that 
general state of autointoxication known as eclampsia. 
It is frequently a sign premonitory of the onset of 
convulsions, and is a danger signal which must never 
be disregarded by the obstetrician. Thomas Denman, 
writing over one hundred years ago, says, “ When 
women in labour frequently cowplain of blindness 
they are in danger of falling into convulsions.” 
Joseph Hopkins, writing in 1820, cites “indistinct 
vision or blindness” among tle premonitory signs of 
puerperal convulsions. But it is more common for 
the loss of sight to follow one or more fits. Finally, 
in some cases there is no eclampsia. There is no 
proof that the disease is the result of uraemic poison- 
ing; most probably it is not, and the view generally 
held by modern pathologists is that puerperal 
is an autointoxication generis totally 
distinct from uraemic intoxication. Dr. Herringham 
in his note states that in his experience this form of 
blindness, transient loss of light perception without 
adequate ophthalmoscopic changes. is never found 
in uraemia or associated with chronic interstitial 
nephritis. Dr. Caiger has never seen it among 
children with post-scarlatinal glomerular nephritis. 
It is a symptom associated solely with that state 
of autointoxication peculiar to pregnant women. 
Probably the toxins are always formed, but the 
normal kidney eliminates them with sufficient 
rapidity to prevent them causing toxic symptoms. 
But in the presence of renal inadequacy they 
accumulate in the system, and determine the 
Syndrome known as puerperal eclampsia. 


- DIET AND INTESTINAL MICROBES. 
it has long been recognized that intestinal bacteria 
play a part of some importance in the digestive 
economy. A great diversity of forms may occur at 
different times and under different circumstances in 
the normal individual. Some apparently produce a 


beneficial effect, while others have the opposite 


tendency without being, in the usual sense, patho- 
genic. This idea is the basis of the Bulgarian milk 
treatment, and the good results are due to the sub- 
stitution of a beneficial for a detrimental form of 
intestinal bacillus. The exact causes determining 
the character of the intestinal flora under normal 
conditions have not been much studied, but Herter 
and Kendall! have endeavoured to show, by means 
of feeding experiments, that the character of the 
intestinal flora is directly connected with the nature 
of the food. The experiments were conducted on 
monkeys and cats, which were fed for a certain 
period on an almost exclusively proteid diet, and for 
a similar period on a carbohydrate diet, the alterna- 
tion from the one to the other being made abruptly: 
Several alternations were made during the course of 
the experiment and the effects of each carefully 
studied. It was found that on a proteid diet the 
bacterial flora was of a strongly proteolytic nature, 
but that on a change to a carbohydrate diet these 
organisms were rapidly replaced by others of an 
acidophilic, non-proteolyzing type. Concomitant with 
this change, moreover, there was a change in the 
putrefactive products of the urine and faeces; in the 
latter a reduction in the indol, skatol, phenol, and 
bound sulphuretted hydrogen, and a diminution in 
the indican and aromatic oxyacids of the urine, 
Clinically, too, the change of diet, and, secondarily, of 
the intestinal flora, apparently produced a change in 
the well-being of the animals, taking the form of an 
improvement in spirits and activity. It was evident 
from the experiments that each change of diet in- 
volved the destruction of the previous bacterial flora, 
for immediately after the change degeneration forms 
were isolated in large numbers from the faeces; these 
rapidly became fewer and eventually disappeared. 
The application of these facts to intestinal diseases is 
not without suggestiveness, but the authors do not 
commit themselves on this point nor do they even 
affirm that the phenomena they have described may 
be evidenced in man, although from analogy there is 
every likelihood. They go as far, however, as to 
remark that, “It is possible that in conditions of 
disease of the intestinal tract where undesirable 
bacteria abound both on a proteid diet and on a carbo- 
hydrate diet, frequent alterations in the chemical 
nature of the diet are beneficial by interfering with 
the establishment of any one type of bacteria in the 
intestine.” 

THE PATHOGENESIS AND TREATMENT OF GOUT. 
AN interesting discussion on the pathogenesis and 
treatment of gout took place recently at the Berlin 
Society for Internal Medicine and Children’s Diseases. 
It was introduced by Dr. Brugsch, whose researches 
on gouty metabolism in collaboration with Dr. 
Schittenhelm are well known. In his opening 
remarks he assumed it to be established that gout 
was caused by a disturbance of the nuclein exchanges, 
but added that analysis of the blood showed that 
there was no retention of uric acid in gouty subjects, 
nor any difference in this respect between them and 
normal persons; in both after the ingestion of nuclein 
the urine contained only half the uric acid, the other 
half being transformed into urea by the action of the 
uricolytic diastase; the same result was seen when 
i gram of uric acid in solution was injected, the sole 
difference being that in the latter case gouty 
persons showed a more intense local inflammatory 
reaction. The formation of uric acid in the body 
seemed to be the result of the action of three 
different diastases: first the nucleins were doubled by 


- 1The Influence of Dietary ‘Alternations on the Types of Intestin 
Flora, Journal of Biological Chemistry, February, 1910. 
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the action of nuclease, and the aminopurins thus 
obtained were transformed into oxypurins by the action 
of de-amidase; finally, an oxidizing diastase, xanthino- 
oxydase, converted the oxypurin into uric acid, and this 
last diastase is unaltered in gouty persons, and the 
transformation of xanthin and hypoxanthin into uric 
acid is, in fact, accomplished so rapidly that the 
absorption of a few decigrams of these substances 
determines the onset of an attack of gout in pre- 
disposed persons with the same certainty as an 
equivalent amount of uric acid. Aminopurins act 
very differently, for whereas a normal person can 
eliminate as uric acid in the course of two days 
70 centigrams of adenine, a gouty subject only 
accomplishes this in four days, while with guanine 
even longer is required, owing, evidently, to deficiency 
of de-amidase. But this is not the only cause of gout, 
for the appearance of the last traces of exogenous 
uric acid is delayed even more after the correspond- 
ing quantity of nuclein, which requires six or seven 
days; hence there is also a deficiency of nuclease in 
gout. Cases occur also, though rarely, in which there 
is a disturbance of uricolysis, as in the case of a 
patient under the care of Dr. Brugsch in whom nearly 
the whole (90 per cent.) of the nuclein appeared in 
the urine in the form of uric acid, while nuclein, 
aminopurin, oxypurin, and even uric acid had the 
effect of increasing the percentage of uric acid in 
the blood to -a much greater extent than is usual 
in gouty persons, so that the slightest departure 
from a strict regimen invariably caused an attack 
of gout. Dr. Hesse of Kissingen compared gout with 
diabetes, both being disorders of nutrition which 
require dietetic treatment and are uninfluenced by 
drugs. As he considered the necessary data for 
constructing a suitable dietary did not exist, he had 
made a fresh analysis of the chief articles of 
food by the method of Krueger and Schmidt, and 
found that veal contained 1.3 per cent. of nuclein, 
liver, kidney, and brain 0.4 per cent. to 0.2 per cent., 
butcher’s meat and poultry 0.18 to 0.19, pigeon a little 
less, 0.15 per cent. There was no difference between 
white and red meats, but fresh water fish (0.20 per 
cent.) contain more nuclein than salt water fish 
(0.13 per cent.) Oysters belonged to the former group 
and caviare to the second. The principal vegetables 
contained a little, but milk and eggs were practically 
free. He thought it possible with these data to 
prepare a suitable diet table, but it proved to be 
monotonous, and he recommended the addition of 
a certain amount of nuclein-containing food in 
accordance with the proved tolerance of each indi- 
vidual, just as carbohydrates are added to a diabetic 
diet. The strictness of the diet must depend upon 
the gravity of the case, which should be estimated by 
taking into account all the general clinical considera- 
tions, and should not be allowed to depend upon any 
single point, such as the result of a uric acid test 
meal. We would point out in this place that the 
English edition of Professor von Noorden’s Metabolism 
and Practical Medicine, edited by Professor Walker 
Hall, has a table of the purin-content of certain 
foodstuffs prepared by Miss Catherine I. Williams, 
of University College, Bristol. This table, which 
forms part of a larger table of food analysis, also 
prepared by her, gives most of the above data, but 
the figures do not agree entirely. In Miss Williams’s 
table, the purin content of meat and poultry is from 
0.09 per cent. (mutton) to 0.2 per cent. (beef), salmon 
and halibut 0.1 per cent. to 0.11 per cent., cod and 
plaice 0.05 per cent. to 0.07 per cent., potatoes 0.002 
per cent, and peas 0.039 per cent. Haricots, according 
to Dr. Hesse, are nuclein-free, but Miss Williams 
found them to contain 0.63 per cent. Miss Williams 


did not detect any nuclein in milk, butter, eggs 
cheese, rice, flour, and bread. With the aid of st 
table, it is easy to prepare a purin-free diet table 
which should exclude butcher’s meat, poultry, fish, 
tea, coffee, cocoa, and alcohol. One other remark 
made in the course of the discussion may be quoted: 
Dr. S. Munter deprecated the use of strict diet jin 
atonic gout, recommending rather hydrotherapeutic 
means, especially hot baths, though in some cases he 
employed with benefit the local application of cold, 


THE MEDICAL PROFESSION IN SOUTH AFRICA. 
IN an article published on March 19th, relative to the. 
position of the medical profession in United South 
Afriea and the desirability of combination among its 
members at a time when the institutions of the three 
important States are still fusing and consolidating, 
allusion was made to a recent incident at Johannes- 
burg Hospital as an example of the present attitude 
towards the medical profession maintained by the 
authorities in one at least of the States. The Colonial 
Secretary for the Transvaal, General Smuts, had 
issued to the Chairman of the Johannesburg Hospital 
an autocratic instruction that the charges to patients. 
admitted on payment must be reduced and such 
patients discouraged in sundry ways from exer- 
cising their right of being treated by their own 
medical attendants. The avowed object was to make 
medical treatment in the hospital so cheap that the 
applications for admission to free beds might be 
reduced to a minimum; or, in other words, to make 
the hospital a financial success at the expense of the 
medical profession. This order was the more sur. 
prising, as quite recently the Colonial Secretary, who 
in present circumstances is the ultimate authority in 
all medical connexions in the Transvaal, had approved 
of the recommendations of a committee appointed to 
investigate the affairs of the hospital in question, and 
such of them as related to the admission of paying 
patients were of a kind quite opposite to the 
dictum in question. To this incident there has been 
an instructive sequel. The honorary medical staff of 
the hospital determined to take the matter up 
seriously, and finally sent a reply intimating that 
none of its members was prepared to assist in giving 
effect to the order. They pointed out that their 
services, both to “free” patients and to those who, 
although able to pay for their hospital expenses are 
not in the position to defray the cost of medica} 
attendance in addition, had always been gratuitous, 
and that, while they had no objection to this, they 
could not agree to place their skill gratuitously at the 
service of any one and every one who chose to pay 
the institution 10s. a day for admission to its wards, 
quite irrespective of his ability to meet ordinary 
medical charges. The net outcome of the incident 
was that the Colonial Secretary recognized that he 
had taken up an untenable position, and decided to 
withdraw from it, realizing, apparently, that he could 
not afford to quarrel with those to whose reputation 
and continued co-operation the scientific success of 
the hospital and the smallness of its cost to Govern- 
ment is mainly due. The staff of the Johannesburg 
Hospital are to be congratulated on their treatment of 
the matter, more especially as the result is a good 
example of the value of combination; but it is far 
from showing that such combination as at present 
exists in South Africa among members of the medical 
profession suffices for all purposes. In this instance the 
point at issue was concrete and narrow, and the num- 
ber of persons among whom combination had to be 
secured was small, whereas in most instances in which 
the medical profession has to defend its interests the 
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issue is broad and the number of persons whose co- 
operation must be secured is very large. In short, 
before the medical profession in South Africa can 
consider itself in a position to guard its dignity and 
prosperity it will have to secure a combination which 
includes all medical men in its ranks and is of such 
character that its weight can be brought to bear on 
any point and on any occasion. The practical utility 
of combination among medical men, it may be noted, 
can no longer be regarded as a matter of theory. It 
has been placed beyond dispute by the history of the 
British Medical Association, and by what it has 
achieved despite the fact that sundry defects in its 
machinery have considerably handicapped its efforts 
in certain localities and directions. In this respect 
the creation of the new South African Committee 
gives the South African Branches of the Association 
a decided advantage. The medical profession in South 
Africa, therefore, can scarcely do better than develop 
the machinery the nucleus of which already exists in 
its midst. 


THE LATE DR. COOPER, M.P. 

A COMMITTEE, of which Sir W. J. Collins, M.P., Sir John 
Benn, L.C.C., and Mr. H. W. Carr-Gomm, M.P., are 
members, and Mr. H. J. Glanville. M.P., is treasurer, 
has been formed to raise a memorial to the late Dr. 
Cooper, M.P. for Bermondsey from 1906 to his death in 
1909. An appeal signed by Mr. F.T. Pridmore, chairman, 
by the treasurer, and by the honorary secretary, states 
that the widow of Dr. Cooper is in very straitened 
circumstances, and has to support a daughter who has 
been a helpless invalid for more than twelve years. 
The fund which it is proposed to raise will be devoted 
to their assistance. Dr. Cooper was strongly imbued 
with the belief that all who felt themselves capable of 
rendering any public service should do so, and he 
gave himself up to such work with a singleness of 
purpose and forgetfulness of his own interests which 
prevented him from making adequate provision for 
his family. He was an original member of the London 
County Council, and served upon it for seventeen 
years, only resigning his seat in 1906, when elected 
M.P. for Bermondsey, where he had long resided. 
As a member of the London County Council he was 
an active and most useful member of the Asylums 
Committee; he strongly supported the pathological 
laboratory and the Archives of Neurology, and he was 
instrumental in the foundation of the epileptic colony 
at Ewe!l; he also served upon the Public Health Com- 
mittee, and acted as its chairman for some time. He 
was most assiduous in attention to his parliamentary 
duties, and his sudden death last October is attributed 
to the severe strain which the long discussions on the 
Budget put on members who, like him, took their 
duties seriously. As a Member of Parliament Dr. 
Cooper was always anxious to support the just claims 
of the medical profession, and its members will no 
doubt readily respond to the proposal which has been 
made by those who worked with him on various public 
bodies for a memorial which will relieve his widow 
and daughter from the anxiety they now suffer. Con- 
tributions may be sent to Mr. G. Oliver, Secretary of 
the Committee, at 2, Welsford Street, Bermondsey, 
S.E., or to Mr. H. J. Glanville, M.P., at the House of 
Commons. 


THE BRITISH HOSPITALS ASSOCIATION. 
AT a meeting held at Guy’s Hospital under the chair- 
mauship of Mr. H. Ccsmo Bonsor the British Hospitals 
Association was resuscitated. Its objects are to 
facilitate the consideration and discussion of 
matters connected with hospital management, to take 


measures to further the decisions arrived at, and 
also to afford opportunities for the acquisition of 
a knowledge of hospital administration, both lay 
and medical. Trustees, members of committees or of 
the executive,and professional heads of hospitals with- 
out reference to sex or title are eligible to be elected 
members. The council of the association will have 
power to elect as an honorary member any person 
whose services, public or private, may be judged to 
entitle him to such recognition. The association in- 
tends to arrange for the reading, discussion, and pub- 
lication of approved papers, for the delivery of lectures, 
and for the holding of an annual conference in some 
large centre in the United Kingdom for the considera- 
tion of matters relating to hospital administration and 
construction, hospital management, medical relief, 
medical education in relation to hospitals, provident 
dispensaries and the Poor Law, and other kindred 
subjects. The President of the association is Mr. 
H. Cosmo Bonsor, Treasurer of Guy’s Hospital ; the 
Treasurer Mr. C. W. Thies, Secretary of the Royal 
Free Hospital; and the joint Honorary Secretaries 
Dr. D. J. Mackintosh, M.V.0., Medical Superintendent 
of the Western Infirmary, Glasgow, and Mr. A. William 
West, Treasurer and Chairman of St. George’s Hos- 
pital. The council includes representatives of London 
and other parts of England, and of Scotland. 


DENTAL PAYING CLINICS. 
Tue representative board of the British Dental Asso- 
ciation has had under consideration the scheme pro- 
pounded a short time ago' by an unnamed capitalist 
for founding dental paying clinics in London and other 
centres for the benefit of the middle and poorer classes 
of the community willing to pay small fees for dental 
treatment and appliances, but unable to pay the 
ordinary fees of dentists. The representative board 
decided that until the scheme was presented to it ina 
definite form it could not express any opinion upon it. 


THE Senate of the (Jueen’s University of Belfast has 
appointed Sir William Whitla to be the representative 
of the University on the General Medical Council for 
a period of three years. 


ARRANGEMENTS are being made by a specially 
appointed committee for week end and Sunday trips 
during the Annual Representative Meeting for mem- 
bers of Central Council and Representatives, as well as 
ladies accompanying them. It has been decided to 
organize week end and Sunday trips to Folkestone 
with day extension to Boulogne, and also a river trip 
for Sunday from Maidenhead to Henley and back. 
Most favourable terms have been received from rail- 
ways, hotels, and others, and in each case some of the 
cost of the outings will be met from funds placed at 
the disposal of the Branch by its members. Full 
particulars will shortly be sent to those interested. 


4 British MEDICAL JOURNAL, April 16th, 1910, p. 949. 


THE eleventh French Congress of Medicine will be held 
this year in Paris on October 13th and two following days 
under the presidency of Professor Landouzy. The sub- 
jects on the programme for discussion are: Bradycardia ; 
the treatment of symptomatic epilepsies ; the relations of 
the liver and spleen in pathological conditions. The fol- 
lowing yuestions are also proposed for discussion: Acci- 
dents of serumtherapy; acute cerebro-spinal meningitis ; 
tuberculin treatment; affections of the pancreas. All 
communications relative to the scientific work of the 
congress should be addressed to Dr. Marcel Labbé, 3, Rue 
de Prony; or Dr. Maxime Laignel-Lavastine, 45, Rue de 


Rome, Paris. 
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Medical Notes in Parliament. 


[From our Lossy CoRRESPONDENT. | 


Midwives Act (Payments to Medical Practitioners).— Mr. 
Henry Walker asked the President of the Local 
yovernment Board, with reference to the payment of 
the medical practitioner called in on emergency under 
the Midwives Act, whether this payment was being 
made in some places by tbe local sanitary authority, 
under Section 133 of the Public Health Act, and in 
others by the board of guardians, under Section 2 of 
the Poor Law Amendment Act of 1848; whether any 
such payment had been disallowed by the district 
auditor; whether the Law Officers of the Crown had 
advised that a board of guardians had any authority, 
in the absence of an application for parochial relief, to 
make any payment otherwise than under Section 2 of 
the above-mentioned Act of 1848; whether, when the 
payment was made under the section, the board of 
guardians was entitled to recover the amount from 
the patient or her husband; whether he was aware 
that some boards of guardians were attempting to 
recover the amount disbursed under these circum- 
stances, to the great hardship of poor persons; and 
whether he would make publicly known the fact that 
boards of guardians were not legally entitled to 
recover such sums. Mr. Burns replied that he 
understood that in two or three cases payments 
of the kind referred to had been made by the 
local sanitary authority under Section 133 of the 
Public Health Act, 1875, and he believed some boards 
of guardians had made similar payment under 
Section 2 of the Poor Law Amendment Act, 1848. He 
did not find that any such payments had been dis- 
allowed by the district auditor. He had not found it 
necessary to consult the Law Officers of the Crown on 
the subject, but he might say that the Board was 
advised that payments to medical practitioners under 
Section 2 of the Act of 1848 in such circumstances as 
were here in question could not be recovered as relief 
on loan. His attention had only been called to one 
case of complaint that the guardians were unduly 
pressing for repayment. The question and reply would 
no doubt give publicity to the matter, and it did not 
appear to be necessary to adopt the course suggested 
in the last part of the question. Sir William Collins 
also asked the Preside nt of t'1e Loca! Got ernment Bcard 
whether, under the Midwives Act, 1902, or under any 
rules made thereunder, it was obligatory on a midwife 
in certain abnormal cases to notify a medical practi- 
tioner that his attendance was required; and whether 
in the event of payment of such practitioner by the 
jocal authority, such payment was deemed to be 
parochial relief. Mr. Burns answered that, under 
Rule 18 of the rules framed by the Central Midwives 
Board, and approved by Order in Council of April 24th, 
1907, it was the duty of the midwife, in certain speci- 
fied circumstances of danger, to represent to the 
husband or the nearest relative or friend of the 
patient that a medical practitioner should be sum- 
moned, and to fill in the requisite form to that effect. 
‘The question whether payments made by a local 
authority would be parochial relief would depend 
largely on the circumstances of the case. 


Forcible Feeding (Prisons and Asylums)—Mr. Hugh Law 
asked the Home Secretary whether he would now 
favourably consider the holding of an inquiry into the 
practice of forcible feeding in prisons and asylums. 
Mr. Churchill said that if the hon. member con- 
sidered that any improvements could be effected in 
the methods employed in asylums and prisons for 
administering food to persons who refused to take 
food naturally,and would give reasons for thinking so, 
he would consider whether further inquiry in the 
matter was desirable, but at present he did not know 
‘to what end such an inquiry could be directed. The 
methods now employed, he believed, were those 
recommended by the highest medical authorities, and 
e knew of no reason for modifying them. Mr. Keir 


Hardie asked if the Home Secretary was aware that 
quite recently a man who had been forcibly fed gup. 
sequently died suddenly, and the cause of death wag 
held to be largely due to the forcible feeding em. 
ployed. Mr. Churchill replied that he did not recog. 
nize in any of the cases that had come before him ong 
that answered to the description given. If he knew 
of such a case and would give him the facts he would 
consider it. Mr. Keir Hardie said he would send the 
facts on. 


Medical Schools (Technical Grants).—Sir William Colling 
recevtly asked the President of the Board of Educa. 
tion whether any medical schools had made applica. 
tion to the Board for grants as technical institutions, 
whether such grants had been made; and if he would 
state the names of such medical schools as had 
applied, the amounts of the grants, if any, made, 
and the conditions, if any, attaching to such grants, 
Mr. Runciman answered that applications had been 
received by the Board of Edncation from the following 
medical schools for grants under the Regulations for 
Technical Schools, etc. (Cd. 4,736) in respect of the 
academical year 1909-10: 

In London— 

Charing Cross Hospital Medical School. 

London Hospital Medical School. 

London (Royal Free Hospital) School of Medicine for 

Women. 

St. George’s Hospital Medical School. 

St. Mary’s Hospital Medical School. 

St. Thomas’s Hospital Medical School. 

University College Hospital Medical School. 

Westminster Hospital Medical School. 

In the Provinces— 
Bristol University Medical School. 
Durham University (Newcastle -on- Tyne) College of 
Medicine. 

Leeds University Medical School. 

Liverpool University Medical School. 

Manchester University Medical School. 

Sheftield University Medical School. 
In the case of one of these schools, St. Mary’s Hospital 
Medical School, recognition was accorded in respect 
of the year 1908-9; in the case of all of them grants 
would become payable after the close of the present 
academical year—that is, July 3lst, 1910, provided that 
the terms of the regulations were found to have been 
complied with in each case. The amount of grant 
which would be made in each case would be calcu- 
lated in accordance with the terms of the Regulations 
for Technical Schools, etc., having regard to the work 
done, and therefore could not be stated until after the 
close of the academical year. 


Dairy, Cowsheds, and Milk Shops (Ireland) Order, 1908.— 
Last week, in answer to Mr. Horner, who put questions 
as to the extension of the Order to premises of farmers 
who manufactured butter for sale and as to the 
number of district councils in whose areas the Order 
was in operation, Mr. Birrell said that the Local 
Government Board did not propose to extend the 
Order in the manner indicated; that there were 
213 district councils in Ireland, of which 129 had put 
the Order into operation. Its requirements had not, 
therefore, been found to be impracticable. The Local 
Government Board consulted the Department of 
Agriculture and invited criticisms and suggestions 
from local authorities before issuing the Order, and 
there was consequently no need for further revision. 


Supply of Medicines in Ireland.—Mr. O'Dowd asked the 
Chief Secretary for Ireland a question with regard to 
the contract for the supply of medicines to the Tubber- 
curry Union, co. Sligo; the guardians had unani- 
mously accepted the tender of a local chemist who 
had previously had the contract, though the tender 
was higher than that of another firm, but the Local 
Government Board had refused its sanction. Mr. 
Birrell said that the Board considered that the more 
favourable terms offered by a Dublin firm which had 
contracts throughout Ireland, and had carried them 
out with general satisfaction, should have been 
accepted as it was the lowest. In answer to a further 
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uestion, Mr. Birrell said that as part of the money for 
these drugs was paid for by the public it was very 
desirable that the Local Government Board should 
exercise control over the contracts that were accepted, 
and although preference was always given to drugs 
manufactured in Ireland, in this case the honourable 
gentleman would note that the chief competition was 
between Dublin and the local firm. In answer to the 
contention advanced in a further question that drugs 
could be obtained with greater ease in cases of emer- 
gency from a local firm, Mr. Birrell said that he was 
quite willing to consider this or any other case. But 
the Local Government Board had found it most neces- 
sary to exercise a very strict revision over contracts 
that had been accepted when the money was paid out 
of the public purse. They really had to exercise some 
control over the acceptance of contracts in matters of 
this sort, but he would look into it. 


The Medical Officer, Skibbereen Dispensary.— Mr. Guiney 
asked the Chief Secretary whether he was aware that 
the Skibbereen. co. Cork, Board of Guardians, on 
January 19th, 1910, unanimously elected as medical 
officer of the Skibbereen Dispensary district Dr. 
Michael Burke; whether he was fully qualified for 
the position ; and whether, seeing that the Skibbereen 
Board of Guardians had twice since the election 
unanimously requested the Local Government Board 
for Ireland to sanction the appointment, he would say 
for what reasons the Local Government Board had 
refused their sanction. Mr. Birrell replied that 
Dr. Burke was at present medical officer of Union 
Hall Dispensary, and had been elected to the vacant 
medical officership of Skibbereen Dispensary. The 
Board had not sanctioned his transfer, as legal pro- 
ceedings were being taken with respect to the medical 
officership of the Skibbereen Workhouse, to which 
Dr. Burke also claimed to have been appointed. The 
Board were awaiting the result of these proceedings, 
as they did not consider that one medical officer 
should hold both the dispensary and the workhouse 
hospitals. 

Medical Officers and Militia Training at Belfast.—In reply 
to Mr. Patrick White, Mr. Haldane said tbat no civilian 
medical officers were at present engaged in connexion 
with the annual training of the Special Reserve in the 
Belfast District, but about fourteen would probably be 
required to assist in the medical examination of the 
men on their assembly for training. This duty would 
occupy from one to two days in each case, and was 
paid for at the rate of a guinea aday. There were 
seventeen army medical officers at present serving 
in the Belfast District, and their employment with the 
Special Reserve would not entail any extra cost on 
the public. 


Asylum Attendants (fretand).—In reply to Captain Craig, 
the Chief Secretary of Ireland stated last week that it 
was shown in the Sixty-first Report of the Com- 
missioners of Lunacy, p. 25, that the hours of duty for 
attendants in county and borough asylums in England 
and Wales were practically the same as at Omagh 
Asylum. He had no information with regard to 
Scotland. The Inspectors of Lunatics in Ireland 
informed him that, so far as they were aware, there 
had been no general feeling amongst attendants in 
Irish asylums that their hours were too long. It was 
a fact that consumption was very prevalent amongst 
the insane, but it must be borne in mind that the 
patients affected in asylums were under constant 
medical supervision, and that efforts were made to 
keep the insane as much as possible in the open air. 
The inspectors did not consider that the statement 
that many attendants died from consumption con- 
tracted from the patients was correct. He understood 
two of the female attendants at Omagh Asylum were 
on sick leave. In one case symptoms of phthisis set 
in after bronchitis. It was doubtful whether the 
disease existed in the other case. The question of the 
hours and conditions of work of attendants of 
asylums was one for the local committees of manage- 


ment, over whom he had no direct control in suck 
matters. 


Chinese Pork.—Last week this subject came up again.. 
and a series of questions was put to the President of 
the Local Government Board, who told Mr. Hamilton 
Benn that so far as his information went some 16,800 
carcasses which arrived during March did not comply 
with the foreign meat regulations, and were re- 
exported, that is, they were refused at the port. 
where they went. Mr. H. Benn then asked if it was. 
to be understood that some 16,000 hundredweight of 
Chinese pork got into consumption in this country. 
Mr. Burns answered, No. The hon. member was con- 
fusing hundredweights and the carcasses refused, 
which numbered 16,800. The carcasses arrived in 
March, 1910, and were refused admission. They 
were refused, not because they were unsound or 
unfit for food, but because they did not comply with 
the foreign meat regulations under the Food Regula- 
tions Act, which stipulated that carcasses should be 
imported whole. It was because the backbones were 
taken out, and did not comply with that condition, 
that these carcasses were rejected, and for that reason 
only. He was still of the opinion that all these pigs 
were white pigs, and that none of them were the black 
scavenger pigs of China. 


Crews’ Provisions on Vessels.—In reply to Mr. Morton, 
Mr. Buxton said that representations had been made to 
the Board of Trade from the Port of London Sanitary 
Committee to the effect that the medical officer of 
health had on several occasions condemned provisions 
found on ships within the Port of London, and he 
understood that such provisions were in almost every 
case very properly destroyed. The crew of any British 
ship had a right of complaint and compensation under 
Sections 198 and 199, Merchant Shipping Act, 1894, in 
cases where bad or inadequate provisions were 
supplied to them. It was the desire of the Board of 
Trade, within the limits of the powers conferred on it. 
by the Merchant Shipping Acts, to deal effectively with 
this matter. As at present advised, he was not con- 
vinced that the powers of the department, taken in 
conjunction with those of the Port Sanitary Authority, 
were insufficient for the purpose, but the matter would 
be carefully watched. 


Dogs (Exemption) Bill—_On Wednesday in last week a 


bill to exempt dogs from painful experiments was . 


presented and read a first time. It is backed by Mr. 
O'Grady, Colonel Sandys, Sir Francis Channing, Mr. 
Field, Mr. Weir, Mr. MacNeill, and Mr. Ellis Griffith, 
and was put down for second reading on May Slst. 


Coroners’ Law and Death Certificaticn (Amendment) Bill.— 
This bill, to amend the law relating to coroners’ law 
and the certification and registration of deaths and 
burials, was presented and read a first time last week. 
It is backed by Sir Wm. Collins, Colonel Lockwood, 
Sir Philip Magnus, Sir Luke White, Dr. Hillier, 
Dr. Chapple, and Mr. O’Grady. The second reading 
has been fixed for Monday, June 6th. 


The Course of Business.—The House of Commons, 
which rose on April 29th for a spring recess, will 
reassemble on Thursday, May 26th. On that day a 
discussion will be raised on the motion that Mr. 
Speaker do leave the Chair in order to go into Com- 
mittee on the Civil Service Estimates. Mr. Roberts: 
has a notice down to call attention to the civil rights 
of Government servants; Mr. Weir will raise the sub- 
ject of the condition of the Highland Counties of 
Scotland, and Mr. Pickersgill has intimated that he 
will call attention to the administration of the lunacy 
laws. On the following day the Local Government 
Board Vote will be taken, and an interesting debate 
may be expected. The first two days of the next week 
(May 30th and 31st) will be given to some smaller 
Government Bills, and on the succeeding days supply 
will be the business. 
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{FROM OUR ‘SPECIAL CORRESPONDENTS.) 


EDINBURGH POST-GRADUATE VACATION COURSE IN 
MEDICINE. 

DuRiING August, commencing on Monday, August Ist, 
a four weeks’ course of internal medicine will be held 
in Edinburgh, the entries for the course being limited 
to twenty-five. The fee for the course is 10 guineas, 
and the subjects to be considered are: Diseases of the 
stomach and kidneys, examination of the nervous 
system, diseases of the nervous system, examination 
of the urine and digestive products, clinical bac- 
teriology, general diseases, diseases of the lungs and 
abdomen, diseases of children, clinical haematology, 
diseases of the blood and ductless glands, diseases of 
the heart, and medical applied anatomy. 

During September the post-graduate course will 
extend from Monday the 5th till Friday the 30th. The 
course will comprise: 

1. A general course, including clinical medicine, 
clinical surgery, and the various specialities. The 
composite fee for this course will be 5 guineas for the 
four weeks or 3 guineas for either the first or second 
fortnight. 

2. A surgical course which will include the follow- 
ing classes: Operative surgery, surgical anatomy, and 
surgical pathology. These classes will be exclusively 
reserved for those attending the surgical course, the 
composite fee for which will be 10 guineas. The 
entries for the surgical course will be limited to 
twenty-five. So far as possible the same department 
of regional surgery will be treated of simultaneously 
in the various classes, while the subject matter of the 
daily clinics and ward visits will be, whenever pos- 
sible, arranged to correspond. Entrants for the 
surgical course may attend any of the classes or 
clinics included under the general course. 

3. Special classes on bacteriology, the blood, ear, 
nose, and throat, errors of refraction, gynaecology, 
histological methods, ophthalmoscopy, and « rays, the 
fee for each being 1 guinea. These classes will be 
confined to graduates who have entered for the sur- 
gical course or for the general course during the 
corresponding period. Each day throughout the 
course a special lecture, open to all graduates, will 
be delivered at 5 o’clock upon some subject of general 
medical or surgical interest. 

All the courses are open to women. 


PREVENTION OF CONSUMPTION. 

The National Association for the Prevention of 
Consumption and other forms of Tuberculosis will 
— its eleventh annual meeting in Edinburgh next 

uly. 

The association seeks to attain its object—the 
prevention of tuberculosis—by the education of public 
opinion, by the stimulation of local effort, and by 
influencing Parliament, county councils, munici- 
palities, and other local authorities on all matters 
relating to it. At the same date as the annual 
meeting, and under the auspices of the association, a 
conference will be held regarding consumption, especi- 
ally the more urgent questions as to its causation and 
prevention. Professor Osler will preside, and it is 
expected that many authorities from the United 
Kingdom, America, and the Continent will take part. 

In connexion with the conference there will be a 
tuberculosis exhibition, including the exhibition of 
the National Association, which has obtained remark- 
able success in London, Oxford, and Cambridge. The 
annual meeting will take place on Monday, July 4th. 
The conference will be held in the Rainy Hall, New 
College,on Monday and Tuesday, July 4th and 5th. 
The exhibiticn will be held in the New College 
buildings, and will continue for a week. The annual 
meeting will be open to the public. The conference 
will be open to members of the association and (by 
special card, to be obtained from the secretary) to all 
medical practitioners and representatives of public 
health departments and local authorities. The tuber- 


culosis exhibition will be open each day to the public 
free of charge. Arrangements will be made for con. 
ducting school classes and other groups round the 
exhibition and explaining the various exhibits. It ig 
hoped that members and officials of the local authori. 
ties throughout Scotland will avail themselves of this 
excellent opportunity to acquire the fullest and most 
recent information regarding the subject. 

The Chairman of the Executive Committee igs 
Sir Alexander Christison; the honorary treasurer jg 
Dr. R. W. Philip; the secretaries are Dr. W. Leslie 
Lyell and Dr. Miller, along with Mr. George A. Mackay, 
of the Local Government Board. An influential 
committee is in course of formation. 


THE MEDICAL INSPECTION OF SCHOOL CHILDREN, 

The Linlithgowshire Education Committee hag 
adopted a scheme for medical examination and super. 
vision of school children. The whole county is to be 
regarded as a single area, and a duly qualified medical 
officer or officers and a trained nurse are to be 
appointed to undertake the inspection, devoting their | 
whole time to the work, and being debarred from 
private practice. The salary of the inspecting officer 
is to be £250; the county medical officer is to receive 
£40 for general supervision; and the nurse’s salary is 
to be £80. 

Dr. George Mitchell, Birmingham, has been ap. 
pointed Chief School Medical Officer for Aberdeen. 
shire at £300 per annum, rising by four annual incre. 
ments of £25 to £400 per annum, with travelling and 
other expenses. 


THE COMPLETION OF GLASGOW’S DRAINAGE SCHEME, 

The official opening of the new Sewage Disposal 
Works of Glasgow Corporation at Shieldhall by the 
Lord Provost, on May 2nd, marks the completion not 
only of the southern section of the undertaking, but 
of the entire drainage scheme. In view of this a 
memorandum has been issued by the city engineer 
giving a comprehensive account of the scheme, its 
history, extent, areas drained, the system of sewers, 
the method of treatment of the sewage for purifica- 
tion, and of the methods of sludge disposal. 

Previous to the opening of the Dalmarnoch works in 
1894 the whole sewage of the city was discharged, 
without purification, into the River Clyde. The main 
drainage scheme for the collection and treatment of 
the sewage of Glasgow and adjacent localities was 
authorized by special statutes, and, with the exception 
of the London County Council scheme, is the largest 
in the world. The area dealt with stretches along 
both banks of the Clyde for a distance of 15 miles, 
and covers 41} square miles. The volume of sewage 
and proportion of rainfall to be dealt with within 
the drainage area is estimated at 250 million gallons 
a day. 

The area is divided into three sections, and in each 
are separate works for the disposal of its sewage. 
The first section has an area of 11 square miles, and 
is dealt with at the works at Dalmarnoch. The second 
has an area of 15 square miles, also on the north bank 
of the river, and is dealt with at Dalmuir, 7 miles 
below Glasgow. The third section, of 15} square miles, 
is on the south side of the river, and, like the others, 
includes adjacent burghs and portions of counties. 
The sewage of this area will be dealt with at the 
Shieldhall works just completed, and the volume 
will be about 47 million gallons a day. The system 
depends mainly upon gravitation ; pumping stations 
have been necessary for the lower levels. The lift 
at the Partick station is 37 ft. 6in., while the Clyde- 
bank sewage is also dealt with at the Dalmuir works, 
the lift being 21 ft. In the new southern section there 
is a pumping station at Kinning Park with a lift of 
28 ft., and this low-level sewage is forced an additional 
height of 17 ft. before it reaches the main outfall. 
Three pumps at Shieldhall lift the Govan sewage 
21 ft. to deliver it into the works. 

The completion of the whole undertaking, at a cost 
of about 2} millions sterling, will mean much to the 
purity of the river Clyde, and the next duty of the 
corporation will be to take the necessary steps to deal 
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with the pollution of the upper reaches of the river 
peyond the drainage area, and also the down-stream 
ollution. A definite understanding with the riparian 
authorities is essential, and reports on all the sources 
of contamination are being prepared. The task is 
igantic, but when so much has already been accom- 
plished, it should not be beyond the wit of the 
authorities involved to devise ways and means of 
completing the purification which is so much desired. 
By an Act of 1875 the corporation has power to inter- 
dict any person or persons from polluting the water- 
way up-stream, but when all authorities are willing 
to do their share of the task an amicable working 
arrangement should be arrived at. 


RESCUE WORK IN MINES. 

Dr. J. S. Haldane read a paper on the possibilities of 
rescue work in connexion with mine explosions and 
fires, at a meeting of the Institute of Mining Engineers 
held in the laboratory of Glasgow University on 
April 28th. Recent disasters, he pointed out, tended 
to show that after an explosion few, if any, of the 
men were already dead, and the majority could be 
saved if they could only be protected from after- 
damp. This protection could be afforded in three 
ways. Pure air could be got to the men, or they 
could be got out of the after-damp, or they could get 
oxygen to breathe till they were again in pure air. 
The desirable thing after an explosion was to reverse 
the ventilation, and the provision of means to effect 
this was advisable. Dr. Haldane referred to the value 
of small animals as giving timely evidence of danger, 
and illustrated this by a number of experiments. 
A bird and two white mice were placed in a noxious 
atmosphere containing carbon monoxide. The bird 
died in three minutes, and in the same period the 
mice were bordering on death, while Dr. Haldane, 
though breathing the same atmosphere, was not even 
breathless, though he would have been unconscious 
in twenty-five minutes. 


ANNUAL REPORT OF THE REGISTRAR-GENERAL. 

The annual report of the Registrar-General for 
Scotland on the births, deaths, and marriages regis- 
tered in Scotland during 1909 has just been issued. 
It consists of a brief formal statement by the 
Registrar-General, of a report made to him by Dr. 
James Crauford Dunlop, in which the annual report 
on vaccination is incorporated, and of a series of 
statistical tables. Dr. Dunlop points out that the 
outstanding feature in the returns was the lowness 
of the births, deaths, and marriages ; each has the 
lowest recorded in this series of reports, which now 
cover a period of fifty-five years. 

Population.—The population of Scotland at the 
middle of 1909 was estimated to have been 4,877,648, 
the male population being estimated at 2,384,907, and 
the female at 2,492,741. The estimated increase of 
the total population between the middle of the year 
1908 and the middle of the year 1909 is 51,061; that 
of the male population being 26,649, and that of the 
female population 24,412. In making the foregoing 
estimates, it was assumed that the rates of increase 
of the male and female populations observed in the 
last intercensal period 1891 to 1901 continued. 

Births.—The total number of births registered in 
Scotland during the year was 128,582, which was 2,755 
less than that of the previous year, 2,647 less than 
the average number of births registered annually 
during the previous five years, 3,044 less than the 
average number of births registered annually during 
the previous ten years, and was the smallest number 
of births registered in Scotland in any year since 1895. 
Assuming the calculations of the increase of popula- 
tion to be correct, the birth-rate for the year was 
26.36 per 1,000—a rate which is 0.85 less than that of 

ae previous year. From 1855 to 1893 the Scottish 
birth-rate ranged between 30 and. 35.6 per 1,000; 
between 1894 and 1903 it ranged between 29 and 30 per 
1,000 ; in 1904 and 1905 it was between 28 and 29 per 
1,000; in 1906 it fell for the first time below 28 per 
1,000; in 1907 it fell for the first time below 27 per 
1,000; in 1908 it was between 27 and 28 per 1,000, but 


in 1909 it again fell below 27 per 1,000. Of the 128,582 
births registered during the year 8,840, or 6.9 per cent., 
were illegitimate. Of the total children whose births 
were registered during the year, 65,708 were male and 
62,874 female. The ratio of male to female births was 
thus 104.5 to 100. The birth-rate of male children per 
1,000 of the estimated male population was 27.6, and of 
female children per 1,000 of the estimated female 
population 25.2. The former is 0.7 and the latter 0.9 
less than the corresponding rate for the previous year. 

Deaths.—The total number of deaths registered was 
74,584, a number which is 3,245 less than the number 
registered during the previous year (1908), 2,058 less 
than the mean of the numbers registered annually 
during the previous five years, and 3,326 less than the 
mean of the number of deaths registered annually 
during the previous ten years. The death-rate of the 
year was the lowest recorded since the institution of 
national registration, the previous lowest death-rate 
being that of 1905, which was 15.94. In the year 
under review it was 1529 on the estimated popula- 
tion. From 1857 to 1880 the Scottish death-rate was 
constantly over 20 per 1,000; in 1381 it was below 20, in 
1886 it was for the first time below 19, in 1894 it was 
for the first time below 18, in 1896 it was for the first 
time below 17, and since then it has been twice below 
16—in 1905 and 1909. Of the total deaths, 37,094 were 
of males and 37,500 of females. The former were 
1,796 fewer than the male deaths registered during the 
previous year, the latter 1,449 fewer than the female 
deaths registered during the previous year. Deaths of 
children under one year constituted 17.93 per cent. of 
the total deaths registered in the eight principal 
towns; the rate ranged from 25.5 in Aberdeen to 11.7in 
Perth. 

Weather and its Influence on the Death-rate.—The 
mean temperature of Scotland, as deduced from 
observations made at sixty-six observation stations, 
was 45.4’ F., which was 1.6’ less than the mean tem- 
perature of the previous year. The mean of the rain- 
falls observed was 39.09 in., which was 1.54 in. more 
than the average rainfall of the previous year. ‘The 
weather of the year in Scotland was thus charac- 
terized by a comparatively low mean temperature and 
a comparatively small rainfall. The mean monthly 
temperature of the eight towns was relatively high in 
January and October, and relatively low in March, 
June, July, September, November, and December. 
The mean rainfall in the eight towns was relatively 
great in March, April, and October, and relatively 
small in February, August, September, and November. 
With these weather conditions there occurred a low 
mortality, both in the country as a whole and in the 
eight towns. A _ striking instance of what was 
apparently the influence of climatic conditions on 
mortality was observed in Glasgow during the last 
two months of the year. There was a prevalence of 
frosty weather combined with fog, and the monthly 
death-rates for September and October were 13.5 and 
13.0. Under the weather conditions which prevailed 
the November death-rate rose to 249 and in December 
to 25.1. 

Marriages.—Marriages registered in Scotland in the 
year numbered 30,092; they were 1,491 fewer than 
those of the previous year, 2,213 fewer than the 
average number registered annually during the 
previous five years, and fewer than in any year since 
1895. 

Vaccination.—_In the forty-fifth annual report on 
vaccination, which deals with 1908, attention is again 
drawn to the apparent results of the Vaccination 
(Scotland) Act, 1907, the Act which made conscientious 
objection on the part of the parents a valid excuse for 
the non-vaccination of children. A comparison of the 
vaccination returns of the year under review, 1908, 
with those of the three years before the passing of that. 
Act, shows that the number of children now remaining 
unvaccinated is about 20,000 more than it was before 
the passing of the Act. The number of living children 
whose births were registered in Scotland in 1908 was 
131,406. Of these 12,689 died before vaccination, 90,374 
were registered as successfully vaccinated, leaving 
28,343 as the number of children for whom certificates 
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of successful vaccination were not produced. The 
number of parents who took advantage of the con- 
science clause was 15,846; in 1907 the number was 
7,258; in 1906, 253. The increasing extent to which 
the provisions of the Vaccination (Scotland) Act, 1907, 
are being taken advantage of is very apparent. 
Dr. Dunlop remarks: 


In my last report on vaccination, that dealing with children 
registered in 1907, I expressed the opinion that the provisions of 
the Vaccination (Scotland) Act, 1907, were adding to the number 
of unvaccinated children in the country, not only directly but 
also indirectly, for the returns of that year showed that the 
number of children reported to be insusceptible and the number 
of children unaccounted for were both greater than in the pre- 
vious years. The returns of the year now under observation 
support that opinion, for the number reported to be insusceptible 
and the number unaccounted for are both much larger than 
prior to the passing of the Act. In the three years before that 
Act came into operation, successfully-vaccinated children in 
Scotland amounted to 93.46 per cent. of the children surviving 
at the time of compulsory vaccination, and unvaccinated 
children to only 6.54 per cent.; in the year now under review 
the vaccinated children amounted to 76.135 per cent., and the 
unvaccinated to 23.87 per cent. On the assumption that the Act 
alone is accountable for the change, it may, according to these 
figures, be credited with adding fully 20,000 unvaccinated 
children to the population in one year. 


We have reason to know that the figures quoted 
by Dr. Dunlop give a correct impression of the facts, 
and that there is every probability that the number 
of those taking advantage of the conscience clause 
will go on increasing with much consequent danger 
to the health of the community. 


Ireland. 


(FROM OUR SPECIAL CORRESPONDENTS.) 


INAUGURATION OF THE STUDENTS’ UNION IN 
DUBLIN. 

THE Students’ Union of the Royal College of Surgeons 
in Ireland was formally inaugurated on April 30th by 
the President of the College, Mr. Lentaigne. The 
project of forming a union was first mooted a few 
months ago, and received enthusiastic support from 
both graduates and students. The Council of the 
College has generously handed over the Albert Hall, 
which has been furnished as a billiard and reading 
room; while in addition a debating hall has been 
provided. Mr. Lentaigne, in a happy speech, con- 
trasted the position of the medical student in the 
past with that in the present. Thirty years ago the 
student was a worm upon whom everyone trod; his 
interests were neglected, and his name was odious in 
the public mind, because every hooligan who got into 
trouble described himself as a medical student and 
gave a fictitious name. Nowadays, however, people 
had begun to realize that the student was the most 
important part of a medical school, and efforts were 
being made accordingly to promote his physical 
comfort and to provide him not merely with informa- 
tion, but with an education in the university sense of 
the word. In promoting these objects the union 
would be all-important. Stress was also laid upon 
the value of a union by Sir Thomas Myles in his 
reply to a vote of thanks to the Council. He said 
that its main purpose was to make students feel, 
when they left College, that they were members of 
a corporate institution. After a vote of thanks to the 
President the proceedings terminated. 


Uss oF “ CHARMS.” 

By the order of the coroner an inquiry was held 
recently at Banbridge, co. Down, into the cause of 
death of a woman aged 22, who resided with her 
parents in the district. The deceased’s father, in 
giving evidence, stated that his daughter took ill on 
‘Tuesday, April 12th, with erysipelas, and that in con- 
sequence he obtained a “cure” for her, that had saved 
her five years previously, when she had suffered from 
the same disease. The “cure,” he said, was used by 
many people after doctors’ and nurses’ visits in pre- 
ference to the doctor’s medicine, and consisted of a 
piece of butter, which the witness took to a man in 
‘Tandragee, who gave it back to him ready for use. 


In the present case, as the patient did not improve, }, 

sent some days later for Dr. M‘William, who on arrival 
told the witness that the patient was extremely j]] and 
would probably not recover. A prescription wag 
ordered, but was not used, and the district nurse who 
called was refused permission to sponge the patient 
The coroner, in directing the jury, strongly denounced 
the gross and wretched superstition of “ charming,” 
and expressed his regret that such methods were 
believed in by any section of such an intelligent com. 
munity as Banbridge. The jury, after long delibera. 
tion, returned a verdict in accordance with the medica] 
evidence, and disagreed as to adding a rider regarding 
the treatment of the case. 


Dr. STEEVENS’S HOSPITAL, DUBLIN. 

In consequence of the utilization for the building of 
new wards of the space occupied in Steevens’s Hospi- 
tal by the old chapel, the governors of the institution 
decided last summer to erect a new chapel, and this 
building has recently been completed and dedicated, 
It has been built in early Georgian style, in keeping 
with the date of the hospital, and contains a pulpit 
and reading desk presented by Mrs. Colles in memory 
of her husband, Dr. William Colles, and of his father, 
Abraham Colles, both of whom were formerly surgeons 
te the hospital. The remains of Madame Steevens, 
who founded the hospital in 1717, have been removed 
to the building, and a tablet to her memory has been 
placed on its walls. Another tablet commemorates 
several members of the nursing staff who at one time 
riser — have lost their lives as a result of devotion 

o duty. 


PROPOSED ROYAL COLLEGE OF SURGEONS’ ASSOCIATION 

It has been proposed to form an Association of 
Fellows of the Royal College of Surgeons in Ireland 
having for its main object the welfare of the college 
and the safeguarding of the interests of its graduates, 
At a meeting held recently in Dublin to discuss the 
matter, it was decided to convene a general meeting of 
the Fellows at an early date. 


BELFAST SLUMS. 

‘Mr. Cowan, chief engineering inspector of the Local 
Government Board, has been holding an inquiry with 
regard to a scheme made under the Housing of the 
Working Classes Act, 1890, by the Corporation of 
Belfast for the improvement of certain unhealthy 
areas, and an application for the sanction of a loan of 
£116,342 for the purpose of carrying it out. Some 
750 houses were in question, but there were withina 
radius of half a mile 860 vacant houses suitable for 
such tenants. Alderman Dr. King-Kerr, Chairman of 
the Public Health Committee, said that the committee 
had come to the conclusion that, instead of tinkering 
at the matter, it would be better to deal with itina 
comprehensive way. There were a large number of 
double tenancies which gave great trouble, ‘although 
altogether there were only about 2,500 houses in 
Belfast occupied by more than two families. A large 
number of the houses which it was proposed to acquire 
were unfit for habitation, and the thoroughfares very 
narrow. A sum of £20,000 was required to erect 
houses. Dr. Bailie, Medical Superintendent Officer 
of Health, was examined in detail as to certain 
houses, and the present condition of the housing 
throughout the area concerned; he stated that they 
were dilapidated, the walls kept up by props, the 
sanitation imperfect, and the streets narrow. 
inspector said that from personal observation it was 
more than bricks and mortar that was wanted; it was 
an improvement in the tenants; if they were not 
improved, they would go on making slums. Dr. 
Bailie explained why in many cases the Corporation 
did not proceed against the owners for the demolition 
of the houses; in individual cases he feared it would 
be difficult to induce the magistrates to make the 


necessary order. The inspector said he proposed to y, 


strike out of the scheme certain areas, and, wit 

modifications, to approve of the rest. With regard to 
some of the property, it should be dealt with by the 
magistrates. 
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[FROM OUR SPECIAL CORRESPONDENTS.) 


LONDON. 


PROPOSED RECEIVING HOUSE FOR INCIPIENT 
MENTAL DISORDER. 

Tue first draft of the Lunacy Acts Amendment 
(Receiving House, London) Bill, prepared in accord- 
ance with the decision of the London County Council 
to revise the methods of dealing with cases of in- 
cipient mental disorder in London, was submitted to 
the Council by the Asylums Committee on May 3rd. 
It will be remembered that the committee advocated 
the establishment of at least two receiving houses, 
put the Council, on the advice of the Finance Com- 
mittee, decided only to seek powers for one.' 

The committee stated that the lines of the bill 
followed generally those of previous Lunacy Acts 
Amendment Bills promoted by the Council, but one 
or two variations had been introduced which were not 
referred to in the earlier report. The first varia- 
tion provided for the appointment by the Asylums 
Committee of medical men to act as certifying 
practitioners. The principle of the establishment 
of receiving houses, which the committee had 
advocated for many years, was endorsed in the 
report of the Royal Commission on the Care 
and Control of the Feeble-minded. Amongst the 
recommendations of the Royal Commission was 
one (36) for the appointment of certifying medical 
practitioners, who should take the place of the 
ordinary medical practitioner now called in by the 
justice of the peace to certify the insane. In the 
county of London, in consequence of the majority of 
alleged lunatics being brought into the workhouses, a 
practice had grown up in most parishes and unions by 
which the infirmary or workhouse medical officer was 
called upon by the justice of the peace to certify as to 
the condition of the alleged lunatic, and usually a fee 
was paid to the medical officer for each certificate he 
gave. The Royal Commission having come to the 
conclusion that there should be properly appointed 
certifying practitioners, the committee had thought it 
desirable to introduce this provision into the bill. It 
was also proposed to make it compulsory that every 
alleged lunatic should go in the first place to 
the receiving house. In former bills it was made 
optional for the justice of the peace to order a lunatic 
to be sent to the receiving house or to the asylum as 
thought fit. Clause 6 of the bill provided that if the 
certifying justice thought the person brought before 
him should be detained at all, he should, instead of 
proceeding in the manner prescribed by the Lunacy 
Acts 1890-98, direct such person to be received and 
detained in the receiving house. 

The Asylums Committee vigorously contested the 
decision of the Council only to seek powers for the 
establishment of one receiving house, and urged that 
further consideration should be given to this point. 
In the report submitted last July the committee ex- 
pressed the opinion that two receiving houses, one to 
the North and one to the South of the Thames, each 
to accommodate 250 patients, would be sufficient for 
the needs of London, and that the total cost should 
not exceed £150,000 to £180,000. This suggestion was 
put forward as the result of long experience of the 
number and classes of patients received at the asylums, 
and of some knowledge of the conditions under which 
alleged lunatics were dealt with at present in the 
London workhouses and Poor Law infirmaries. The 
Proposal to establish receiving houses should not be 
regarded as altogether tentative, especially in view 
of the recommendations of the Royal Commission 
on the Feeble-minded. The only question was 
the total accommodation required. One receiving 
house could not cope with the whole of the 7,000 or 
000 cases of alleged lunacy dealt with annually in 
London—some 150 cases a week. It would be neces- 
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sary, therefore, to schedule a district, more or less 
extensive, which a receiving house was to serve. In 
that area there would be a vital alteration in the 
method of dealing with alleged lunacy; for instance, 
it would be unlawful for an alleged lunatic to be 
received in a workhouse (except under the conditions 
set out in Clause 21 of the bill), and the method of 
certification would be new. No doubt the Council} 
would wish to provide in due course sufficient accom- 
modation to allow of the whole county having the 
benefits of the receiving house system, otherwise 
there would exist the anomaly of one law operating in 
one part of the county and another in the remainder. 
The committee thought, therefore, that the Council 
should not limit its application for powers to one 
receiving house, but should put itself in a position to 
provide whatever accommodation might be found 
necessary. The advantage of the receiving house 
principle had been recognized so long, and the urgent 
need for giving practical effect to it had been so 
strongly urged by the Royal Commission, that the 
committee believed the Council on further considera- 
tion would agree there was no need to treat the 
proposal to apply for powers as though the applica- 
tion were directed to some end entirely experimental, 
leading in a direction altogether unknown. The 
committee asked the Council to rescind the resolu- 
tion of October 12th, 1909, limiting the application to 
one receiving house, and to resolve instead: 

That application be made to Parliament in the session of 1910 
for powers to enable the Council to establish and maintain 
—o houses for alleged lunatics in the County of 

on 


The Finance Committee, in a report on the same 
matter, recalled the arguments which induced it last 
year to oppose a scheme for more than one receiving 
house. Although the recommendations of the Asylums 
Committee dealt only with the extension of the powers 
proposed to enable the Council to establish “ receiving 
houses ” instead of ‘a receiving house,” certain varia- 
tions had been introduced in the bill, notably that 
making it “compulsory that every alleged lunatic 
should go in the first place to the receiving house.” 
It certainly was not present to the mind of the Finance 
Committee that this should form an essential part of 
the scheme. The committee was still without in- 
formation which would enable it to advise the Council 
as to the financial effect of the present’ proposals. If 
the bill was approved in the form desired by the 
Asylums Committee the Council would be definitely 
committed to a new policy as regards the early treat- 
ment and certification of lunatics, and, however desir- 
able the changes might be they would involve con- 
siderable expenditure of unknown amount on both 
capital and maintenance accounts. In the opinion of 
the Finance Committee, the Council would be ill- 
advised to agree to the present proposal. or to any 
extension of its previous decision, until it was in 
possession of full information as to cost. On general 
financial grounds the Finance Committee opposed the 
recommendation. 

The report was not reached until the Council had 
been sitting for twelve hours, and its consideration 
was postponed. 


WEST YORKSHIRE. 


THE BRADFORD MEDICO-CHIRURGICAL SOCIETY. 
A SPECIAL general meeting of this Society was held 
at the Midland Hotel, Bradford, on April 29th, to hear 
an address from Mr. Harold J. Stiles, of Edinburgh, 
on the pathology and treatment of tuberculous affec- 
tions of bones and joints. The lecture was illustrated 
by lantern slides and some specimens, and was of 
absorbing interest. The address was followed at 7.30 
by the annual dinner, which was largely attended. 
Amongst the guests were Mr. Moynihan of Leeds and 
Mr. Brownlow Mitchell of Belfast. Dr. Ward Smith, 
the President, in introducing the guest of the evening, 
referred to his great and distinguished services to the 
art of surgery. Mr. Stiles,in an interesting reminis- 
cent speech, endeavoured to analyse the points making 


we 


— 
| 
t 
| : 
i 
| = 
| 
| 

| 
| 
| 

2 
| 
| 
| 
| 


I 140 JouRNAL ] 


ENGLAND AND WALES. 


[MAY 7, 


for eminence in surgery, and thought that heredity 
had something to do with it. His father and grand- 
father were both surgeons. He read several inter- 
esting extracts from his grandfather's diary relative 
to his environment and contemporary medical know- 
djedge. Mr. Moynihan made an excellent speech, 
indulging in some good humoured badinage at the 
expense of the numerous Scotsmen present, and 
dilating on the virtues Mr. Stiles (an Englishman) 
must possess to have been able to establish his position 
in the very metropolis of Scotland. Mr. Mitchell 
eulogized Mr. Stiles’s address. Several other good 
speeches were made, interspersed by songs, and in 
response to calls, Dr. Bronner, who always presides 
over the gastronomic arrangements of the society, 
also spoke. 


WADDILOVE’S SAMARITAN HOSPITAL FOR WOMEN. 

Dr. Rabagliati, in his letter published last week, lays 
stress on the statement that the hospital will “ conflict 
with the interests of no known charity.” Nothing was 
said in this column from which it could be inferred 
that it would ; but it increases the number of charities 
maintained greatly at the expense of the medical 
profession—a most undesirable thing. Mr. Waddilove’s 
munificence will lead to compulsory munificence on 
the part of certain medical practitioners in the poorer 
class neighbourhoods who treat the lower middle 
class. There is no doubt that many of their women 
patients will be attracted to this hospital by the 
prestige which always attaches itself to any insti- 
tution carrying on special treatment. Looking at the 
question from this point of view, it is certain that on 
reflection Dr. Rabagliati (whose sympathy with his 
struggling brethren is so well known) will not insist 
on maintaining his proposition “that no outsider had 
any right to interfere.” It is quite possible that, if 
(as suggested in the previous article) the scope and 
functions of the hospital had been explained to the 
local profession before opening, a method of safe- 
guarding all the interests concerned might have been 
evolved. It is not, perhaps, even yet too late to do 


’ this. The committee of the hospital know of the 


Belfast resolution of the British Medical Association, 
and that the question has been before a committee 
of the Bradford Division. 


LANCASHIRE. 


SCHOOL INSPECTION IN THE COUNTY OF LANCASHIRE. 
FRoM the first annual report of the Medical Inspector 
of Schools for the Administrative County of Lanca- 
shire, it is evident that the system as at present 
organized can only be regarded as experimental and 
preliminary. The administrative county has a popu- 
jation of 1,732,000, and is divided for the purposes of 
elementary education into 35 districts, ranging from 
Ulverston in the north to the borders of Cheshire in 
the south. There are 706 schoois to be dealt with, and 
an average attendance of 138,819 scholars, and for the 
medical inspection of this large number over this 
large and scattered area there are six inspectors and 
six nurses. We learn from the report that during the 
year 49,663 children have been examined, which 
works out at about 8,200 children for each inspector. 
Taking into account the great distances that these 
inspectors must have to travel, often in districts where 
the means of communication are only poor, it needs 
no further calculation to show that nothing like 
adequate medical inspection is possible with such 
a meagre staff. Moreover, if all the children in the 
schools are to be examined four times in their school 
life, which is the aim of the Board of Education, it 
would be necessary for nearly 70,000 to be examined 


every year, without allowing for normal increase of 


numbers. This shows at once how impossible it is 


for the present staff to do anything like what ought to 


be regarded as the minimum amount of inspection. 
Dr. Butterworth finds that, as is the case in the large 
towns, the chief defects are defective sight, bad teeth, 
and pediculosis. At the age of 13, about 11 per cent. 
of the boys and about i5 per cent. of the girls show 


some defect of vision, and he is unable to give at 
present any satisfactory reason for this great excess of 
bad vision in the girls. He suggests that sewing 
household work, and consequently less outdoor 
exercise, may partly account for the difference 
It is specially noted that children who have hitherto 
been regarded as backward or even feeble-minded may 
often be found to be merely suffering from bad sight 
or hearing, which may give an appearance of stupidity 
not really present. In over 8 per cent. of the children 
of all ages ‘‘very bad teeth” are noted. The per- 
centage rises rapidly from the age of 3 to 5, and then 
remains fairly stationary up to 14, and Dr. Butter. 
worth thinks that the remedy is to be sought in 
educating the children in the use of the toothbrush 
rather than in the establishment of costly denta) 
clinics. With regard to pediculosis, the report shows 
that 2.5 per cent. of the boys and over 30 per cent. of 
the girls are affected, and in some urban districts the 
percentage of girls is even higher still. Here, again, 
the education of the children themselves in the 
methods of personal hygiene must offer the best hope 
of eradicating the trouble. 

Dr. Butterworth must be congratulated on the work 
done in the most difficult circumstances, and as 
this is the first complete year, criticism would be out 
of place. But it ought not to have needed even a year 
for the county council to recognize that unless it ig 
content with a general inspection which can hardly 
deserve the name of medical examination, the staff 
will have to be at least doubled. The conditions seem 
eminently suited for the appointment of a number of 
part-time medical oflicers who would reside in their 
own districts and thus save a great amount of time 
which must now be wasted in mere travelling from 
one place to another. 


CAMBRIDGE GRADUATES’ MEDICAL SOCIETY. 

A meeting and dinner of the newly formed Manchester 
and District Cambridge Graduates’ Medical Society 
was held at the Queen’s Hotel, Manchester, on 
April 27th. The aim of the society is to encourage 
social intercourse between Cambridge medical men in 
the district, and to further the interests of the univer- 
sity. The annual meetings should afford an oppor- 
tunity for college friends to renew past friendships. 
Medical students at Manchester who commenced their 
course at Cambridge are asked to join as associates. 
The dinner, at which thirty-nine members, associates, 
and guests were present, was very successful. It is 
hoped that all Cambridge medical men resident in the 
district will join the society. 


WALES. 


CoAL MINERS AND PHTHISIS. ‘ 
SoME interesting facts with regard to the comparative 
immunity of coal miners from phthisis are given in the 
annual report of the medical officer to the Abertillery 
Urban District Council. The population has increased 
from about 300 in 1801 to 33,789 in 1909, and the 
majority of the male inhabitants are employed in the 
coal industry. As a class, the miners appear to be 
healthy and comparatively free from serious accidents. 
Although there are 9,500 miners in the district, during 
the past year only 3 died from phthisis, and only 
9 died from accidents in or about the coal mines. 
These satisfactory conditions are probably in part due 
to the fact that the mines are comparatively shallow, 
safe, and free from dust. It would appear that coal 
miners do not suffer unduly from phthisis, and it 18 
worthy of notice that the general death-rate is below 
the average of all occupied males. It has been 
suggested that inhalation of coal dust actually tends 
to prevent the incidence of tubercle in the lungs, and 
some experimental evidence has been adduced to 
support this hypothesis. The actual number of deaths 
during 1909 was 113 below that of 1908, and less than 
the ten years’ average. The corrected death-rate for 
last year was 13.54 per 1,000, which for the first time 18 
lower than the average rate for England and Wales, 


and practically the same as that of the rural parts of 
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the country. Dealing with the schools inspection, the 
report states that more than a quarter of the children 
had enlarged tonsils, and concludes: “An excessive 
amount of downy hair on the back is considered to 
denote a tendency to tuberculosis. I have recorded 
15 cases of such excessive amount of hair on the 


ack.” 
A PROGRESSIVE COMMUNITY. 

The county medical officer (Dr. Rocyn Jones), in his 
quarterly report to the Monmouthshire County 
Council, gives some interesting information with 
regard to the Panteg district. The population in 
1901 was 7,484, whereas at present it is estimated at 
10,117. The area is 5,578 acres; the loans up to March 
3lst, 1909, £4,627. The district is chiefly an industrial 
one, but it has also a not inconsiderable agricultural 
side. Itranks eighth among the urban districts of the 
county in acreage, ninth in assessable value, and 
eleventh in population. The district is divided into 
three parishes, the largest of which—Panteg—was 
constituted an urban district in 1864, and Mr. A. A. 
Williams, the chairman then appointed, has con- 
tinuously occupied the chair of the local board and 
urban district to the present day. According to the 
report for 1909, the birth-rate of the district for the 
year was 26.58 per 1,000 of the population, the death- 
rate 9.68, phthisis death-rate 0.79, zymotic death-rate 
0.39, respiratory diseases death-rate 2.17, infantile 
mortality-rate 77.7. The latter rate is the lowest on 
record for this district. Referring to the housing 
accommodation of the district, Dr. Rocyn Jones men- 
tions the absence of overcrowding on space, and with 
afew isolated exceptions the absence of overcrowding 
in individual houses. Dealing with the erection of 
new houses, he says: ‘‘The workmen’s dwellings 
erected within recent years have, through the watch- 
fulness of Mr. Orlidge, been built in strict con- 
formity with the council’s by-laws, with the result that 
jerry-builders find Panteg an unprofitable hunting 
ground;” and he notes his pleasure in finding that 
the council has recently appointed Mr. Orlidge perma- 
nently, thereby giving him security of tenure, and 
thus strengthening him in his determination to do his 
duty without fear or favour. Dr. Jones, in conclusion, 
congratulates the council upon the progressive policy 
adopted by the Sanitary Committee. 


Special Correspondence. 


VIENNA. 

New Tariff of Medical Fees in the Cowntry—Proposed 
' Legislation as to the Salary of Professors.—Scarcity 

of Practitioners in Rural Districts. 
Tue so-called “social reform,’ which means compulsory 
Insurance against sickness, reference to which was made 
in the JournaL of December 26th, 1908, will before long 
become law, and since its provisions seriously affect the 
profession, means have been sought to combat the im- 
pending evil. Therefore the Medical Council for Styria 
(Southern Austria) has worked out a scale of fees which 
1s called the minimal tariff for all its members. In 
cases where the patient’s own income or the family 
earnings are not more than £60 a year (the estimate 
being based on the rent) the fee for a consultation 
at the doctor’s house is fixed at 1 krone (10d), a 
visit at the patient's own home being 50 per cent. more. 
A distance fee of 6d. per mile, or half an hour’s loss of 
time, will be charged extra. Where the income is £100 
to £120 the fee will be at least 1} kronen (1s. 3d.) for a 
visit to the doctor’s house, or ls. 8d. at the patient’s 
dwelling, with the same distance fee. Carriage fare will 
be counted extra. For persons with an income of £120 to 
£200 the fee will be ls. 8d. for a visit at the doctor's 
house, or 2s. 6d. at that of the patient, with a distance fee 
of 10d. per mile or half-hour. These low figures show 
very clearly how very severe is the fight for existence in 
the medical profession. Compulsory membership of a 
sick club robs the general practitioner of many possible 
patients. The Parliamentary Committee which has to 
formulate the law as to sickness insurance has stipulated 


that all persons who earn less than £150 a year, and are: 
in employment for an indefinite time, must become 
members of the Krankencassa. The medical representa- 
tives urged that £120 should be fixed as the upper 
limit, but they were overruled. Therefore at least 
170,000 possible patients are lost in Vienna alone in 
this way. In Vienna, too, endeavours have been made 
to have a minimal tariff drawn up, but all such experi 
ments are bound to fail, as it is not possible to lay down 
a hard-and-fast rule for such purposes. 

Another bill as to the salaries of university teachers is 
now under consideration. The professors and Privat- 
docenten of medicine are all in the employment of the 
State, but the so-called ordinary professors are alone 

aid by their employer. Their remuneration is low, 
from £160 to £250 a year, according to the university in 
which they learn and the length of their service. In addi- 
tion to the salary they get the students’ fees. These are 
also very low, a student of the surgical or medical class 
not paying more than about £1 1s. Naturally in smaller 
towns, where the medical faculty is also small, there are 
few students. Thus the professors not seldom have an 
absolutely inadequate State income, whilst their practice 
may or may not be remunerative. The bill now under 
consideration provides a minimum payment of 8,000 kronen 
(£340) for each professor, and further suggests a State 
payment for the Privatdocent who actually lectures. 
An extra payment of 2,000 kronen (£85) would be made to- 
those professors who hold the post of Dean or any other 
office of the university hierarchy. An increase of 
1,000 kronen (£40) would be given to the professor for each 
three years of service. There are bureaucratic obstacles 
to this scheme, but as the influence of the professors is 
great, and they have a very useful help in the co-operation 
of all other professors of the faculties of law and philosophy, 
their demands will perhaps be granted. 

The distribution of practitioners throughout the 
country varies enormously as regards both the area 
which one doctor has to “serve,” and the number of 
inhabitants who depend on him for medical aid. In a 
recent publication some exact figures are given which 
show that, whilst overcrowding unquestionably exists in 
the cities—1 in 300 to 1 in 750 inhabitants—the towns and 
larger villages are better off from the doctor’s point of 
view, the ratio being 1 in 1,200 to 2,000 inhabitants. But 
in the rural districts this proportion goes up to 1 in 5,000, 
8,000, even 16,000 inhabitants. In many districts there is 
only a district officer of health, who has to do genera! 
practice too, and this in an area of eight to twenty square 
miles or more. Naturally both the doctor and the patients 
are dissatisfied with such conditions. But the population. 
being either too poor or too apathetic to encourage the 
settling down of a qualified man, it is hard to see how an 
improvement is possible, unless the State opens its pockets. 
The county councils see this, and urge the Government to 
do its duty towards the population; hitherto, however, 
their efforts have been without result. 


BUDAPEST. 
A Museum of Penal Apparatus.—Atropine in Gonorrhoea- 
—Criminal Abortion. 


A museum of objects relating to prisons was recently opened 
at Budapest. ‘To medical men the collection is par- 
ticularly interesting. We see the horrible instruments of 
ancient judicature, and through these objects gain an 
insight into the conditions of prison life. The first room con- 
tains chiefly instruments of punishment: clasps, iron chests, 
iron chains, rods. The clasps which tied the hands to the 
feet are now out of use, while handcuffs and gyves for the 
feet are still employed in the case of criminals who have 
once made an attempt to escape. The other exhibits are 
interesting souvenirs of the past. Among them is a rusty 
iron gyve almost falling to pieces which was found in the 
underground corridor of the Szamos-iy-var Prison. Within 
it is a piece of dried-up tibia and fibula. In the same room 
are the so-called ‘ shame-benches” with rows of upright 
nails. One wall of the room is ornamented with “ neck- 
ties.” These are fiddle-shaped pieces of iron, the two arms 
of which clasp the neck. These things were used for the 
punishment of young thieves and slanderous women. 
With these instruments about their necks they were led 
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through the streets, escorted by musicians, while the 
public indulged in the amiable amusement of spitting on 
them and throwing rotten apples and bad eggs at them. 
There are neck-and-arm clasps, which are still in use on 
battleships for the restraint of mutinous sailors. There is 
an iron ball weighing 700 lb., which some time ago stood 
on the Szechenyi market place at Dobsina. To this ball 
were chained rogues, sometimes for three days on end. 
Rifles, whips, lashes, and scourges are among the other 
ornaments of the walls. In another room are portraits of 
notorious rogues. Four or five shelves are filled with the 
artistic works of the prison warders ; statues made of wood, 
bread crumbs, composition, tin—some of them showing 
undeniable skill and taste. Here is the collection of skulls 
made by Dr. Abrahain Pattantytis, the prison physician. 
Anthropometric explanations are supplied, and abnor- 
malities and asymmetry are accurately exhibited. In 
another room are instruments of torture used formerly in 
trials—a bench of torment, neck chains made of iron balls 
studded with nails. The last room contains plans and 
models of the present Hungarian prisons and workhouses. 
The exhibits show that even prisons dating from the end 
of the eighteenth and nineteenth centuries were built 
with small apertures which did not let in air and light 
sufficient for a mouse, let alone a human being. 

In the Drvosok Lapja, February 26th, 1910, Dr. Adolf 
Erdés of Nagyvirad describes his experience of atropine 
in the treatment of gonorrhoea. Disappointed at his 
failure in the treatment of some obstinate cases, he tried 
atropine, in the hope that this drug, having the property of 
diminishing discharges, would also check the secretion of 
the urethral mucous membrane. His experiments have 
shown that while atropine reduces the urethral secretion, 
complications are apt to occur which contraindicate the 
general application of this drug. In two of his cases 
a chronic discharge stopped at once after the administra- 
tion of five pills, each containing } mg. of atropine. The 
discharge was also altered in quality by the action of the 
atropine. It became thick and creamy though very slight 
in quantity. Under the microscope the gonococci were 
seen to be lessened in number, probably on account of the 
want of sufficient moisture in the urethra. After two 
weeks Dr. Erdis had to give up his experiments because 
several patients complained, even after taking the single 
pill, of dryness in the throat and impaired vision. 

In a small pamphlet on professional discretion, Dr. 
Jurin Bodog puts forward the view that “a practitioner 
ought under no circumstances to notify to the police an 
intended or accomplished artificial abortion.” This expres- 
sion of opinion has given rise to much discussion among 
medical men. A good many say that artificial abortion 
being a crime, we are not only bound to denounce the 
criminal, but also to inquire by what means abortion has 
been procured and to inform the police. This is the letter 
of the law, but it is held that even if the law did not oblige 
doctors to do so, their ethical feeling should be sufficient to 
make them give information to the proper authorities. 
The discussion resulted in the intervention of the 
“‘ Juridical Medical Advisory Board,” which is of opinion 
that members of the medical profession cannot on their own 
responsibility alter the provisions of the law. 


THE first International Congress on Tuberculosis will be 
held at Barcelona this year from October 16th to 22nd. 

FIFTY years ago an operation course for Bavarian 
military surgeons was instituted by King Maximilian II. 
In honour of this event the Miinchener medicinische 
Wochenschrift devoted a recent issue to a history of 
the work of military surgeons. The object for which 
it was started was for the ‘ post-graduate instruction 
and practice of military surgeons in operating.’’ In 
1893 the school, which in the meantime has _ been 
handed over to the War Office, was moved to new 
quarters, and was then adequately equipped to meet 
modern requirements. Rooms for post-mortem examina- 
tion, operative surgery (on the dead body), hygienic and 
chemical laboratories, a lecture theatre, and a library 
were erected, and every provision was made for efficiency. 
Toward the end of the Eighties a new order was introduced 
whereby officers in the medical service of the German 
army might be ordered to attend special courses at the 
Kaiserlichen Gesundheitsamt or other scientific institutions 
or clinics. New departments were organized, and new 
assistants extended the usefulness of each special course. 
From small beginnings a great institution has developed. 
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SICKNESS AND INVALIDITY INSURANCE, 

Sir,—Having followed with great interest the corre. 
spondence upon this subject and Poor Law reform 
I was very pleased to read Dr. Fothergill’s letter, which 
touches the very point upon which centres the whole 
question, from the practitioner’s point of view at any rate, 

If invalidity insurance is introduced, it seems agreed 
that the medical profession must be prepared with a 
“ scheme,” and also that if any scheme is to be carried 
through by them, it must be unanimously supported by 
the whole body of our profession. To obtain such 
unanimity of purpose it is a sime qui non that the 
scheme formulated shall not be detrimental to th 
interests of any section of the profession. 

The extension of the present club system as suggested 
by the British Medical Association is about the worst 
system for the average general practitioner which could 
be devised: the principle of the thing is wrong, and no 
man who has “personally” made his living by club work 
will be much in favour of such a scheme, no matter how 
gigantic the extension may be. 

If we consider the various sections of general practi- 
tioners who will be affected by invalidity insurance, they 
may roughly be classed into three sections: A, Those 
who already depend almost entirely upon contract work ; 
B, those who depend almost entirely upon private work 
amongst those classes who will be compulsorily insured; 
and C, those who have private practices with some small 
club or appointment, such as Poor Law, part-time medical 
officer of health, factory surgeon, post-office medical ofticer, 
works club, or Foresters, Rechabites, etc. 

The most cursory examination of these classes will 
show that the present British Medical Association 
scheme will probably increase the work of Class A at 
the expense of B and to some extent C, and will put the 
bulk of the insurance medical officers on a sweated system 
of labour, while depriving many others of even that miser- 
able form of existence. On the other hand, a scheme of 
payment for work done, that is, per visit or per consulta- 
tion, etc., would be acceptable to all three; Class A would 
be infinitely better off by it, Classes B and C would be 
also better off if the fees were adequate, and being so, 
what is to prevent all three classes holding out for the 
adequate fee which then they will be bound to get ? 

Is there any scheme which is feasible and workable and 
acceptable to the public ?—I nearly wrote Government, 
but remembered in time that some 13,000,000 of the public 
will have a very lively interest in this matter, and I do not 
think they will be at all enamoured of the “ club” scheme. 
There is such a scheme, one by which the public can be 
served by general practitioners exactly as they are served 
now, with freedom to choose their own doctor whenever 
they wish; in fact, to have the family doctor still with 
them in exactly the same relationship as he stands to-day. 

I hope that somebody more competent than I am will 
contribute particulars for consideration, but in the mean- 
time it behoves every general practitioner to know very 
exactly what are the views of the Representative whom 
he will very shortly be asked to vote for. J 

The practitioners must make up’ their minds what 
scheme and what system they mean to have, and then 
see that they get it. It is no use electing Representatives 
and leaving the choice to them. There are too many 
Representatives who have not the requisite knowledge of 
how a general practitioner makes his living to legislate for 
him. 

I am the more concerned about this because at least one 
of the Representatives of my own Branch (Lancashire an 
Cheshire) has expressed himself as decidedly in favour of 
the British Medical Association scheme, and is pushing it 
as the best thing for practitioners; in this I fancy the 
other two also support him; and, if so, what of the general 
practitioners? We may as well go to the Government an 
say, ‘ This club work is so excellent for us and the public 
that please make it bigger, make all who possibly can 
come into this sweated contractscheme,” and then exit the 
general practitioner.—I am, etc., 


Northwich, May lst. Henry Epwarp GovuGH.- 
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Sir,—l understand the chief practical objection to the 
ayment of medical men “ per visit’ under a scheme of 
sickness insurance is the danger of over-attendance by the 
medical man—that is, of putting in unnecessary visits. It 
js said that if medical men were always sure of a fee, it 
would bea great temptation to them to multiply visits, 
especially in times of general slackness of work. The 
amount of attendance necessary in any particular case 
must perforce be left to the private judgement of the 
medical attendant, and, it is alleged, his judgement would 
be biassed in the direction of over, rather than under. 
attendance. This argument is difficult to refute, but I 
would ask if it is the general experience at present 
amongst the upper and middle classes, where payment by 
visit is the rule, for over-visitation to occur? I am inclined 
to think it is only the few who err in this direction, and 
that the abuse recoils on their own heads, for a man who 
gets a reputation for “running up bills” is apt to be 
shunned by the public. 

But, it may be objected, if a medical man knows that, 
however many visits he makes, his patient will not have 
to pay directly for them, he may naturally feel that it is 
to his patient’s interest to attend more frequently than he 
certainly would if he felt that the patient had personally 
to pay for them. A zealous and conscientious man might, 
indeed, honestly enough, be inclined to put in unnecessary 
visits. Now although this objection is undoubtedly a 
serious one, I do not admit that it is insuperable. In the 
first place, I cannot think so meanly of my brother prac- 
titioners as to believe that the principle of payment per 
visit, which is the fair and logical method, would be 
abused to any serious extent. However, the public and 
the authorities will have a right to insist that some 
effective checks should be put upon the tendency of any 
medical men to multiply visits beyond what are strictly 
necessary in any particular case. Can such checks be 
applied? Ithink they can, but whether or not they will 
satisfy the authorities and the public remains to be seen. 
The checks I should suggest are as follows: 

1, A reducing fee for extra visits. Thus for a second 
visit on any one day, half fee; for a third visit, one-third 
of fee; but any extra visits beyond not to be paid for. 
Night visits, however, that is, between 10 p.m. and 8 a.m., 
would not, of course, be included under the reducing fee; 
they would be doudle the ordinary fee, but no night visit 
fee would be allowed unless made at the urgent request of 
the patient or his friends. Only one night visit would be 
allowed (that is, paid for) on any one night. Again, to 
check too prolonged attendance, fees for acute cases would 
be cut down one half after three weeks for more than two 
visits per week (with possible exceptions for severe cases 
of typhoid, scarlet fever, small-pox, blood poisoning, 
phthisis, cancer, etc.), for chronic cases two visits 
per week would be allowed, and any extra ones only in 
special cases, and then for half fee. 

2. To give the patient an interest in his recovery, as 
well as to make him watchful of the number of his doctor’s 
visits, the ‘‘ deposit plan” might be adopted—as suggested 
by Dr. Fothergill, and as at present used by the National 
Deposit Friendly Society—thus half the patient’s con- 
tributions being kept as a cumulative deposit in his name, 
and half being put to the general insurance fund; if the 
deposit accumulates beyond a certain amount he can draw 
upon it for certain capital purposes (for example, to start 
his boy in business, to emigrate to the Colonies, for funeral 
expenses, extra old age or invalidity pension, etc.); it 
represents savings which can be used by the depositor. 
He must, of course, always leave a certain minimum 
deposit behind, beyond which he cannot draw. On the 
other hand, when ill half the cost comes out of the deposit, 
half out of the general fund, until the deposit is exhausted, 
when of course all the expenses must come out of the 
general fund, and a debit is placed to the deposit, which 
must be first wiped out before any accumulation can again 
occur, I consider this suggestion most valuable in many 
ways, most so in that it gives the patient an interest in 
keeping well, expediting his recovery, and keeping down 
visits, whilst it promotes independence and self.reliance ; 
it is, therefore, a check both to abuse by medical men and 
~— and should prove of great practical benefit to 
0 


3. The “bonus” principle might be applied somewhat 
a8 follows: A careful note would be taken of the number 


of visits paid per case, and these compared with the general 
average amongst other practitioners. A man who had 
treated his patients satisfactorily with Jess than the 
average number of visits per case would be entitled to a 
bonus at the end of the quarter or half year. This bonus 
could be paid in money or could be kept towards a sick- 
ness, invalidity, or old age pension fund for the doctor 
himself. Such a bonus is comparable to the special grants 
which are now allowed to successful public vaccinators. 

4. Lastly, supervisors could be appointed for districts, 
for example, retired medical practitioners of not less than 
twenty-five years’ experience of general practice, to whom 
all disputes as regards over or unsatisfactory medical 
attendance would in the first instance be brought, and if 
the supervisor considered there was ‘a case,” he would 
bring it before the local medical committee (for example, 
Division of the Association), who would consider it im 
camera, with the accused before them, and should a 
finding of guilty be made, a proportion of the fees would 
be disallowed. The supervisor might also act as recorder, 
keeping all the counterfoils of the attendance slips (or 
tickets) wkich the doctor has had initialled at each visit 
by the patient or his representative, so checking the state- 
ments of account before they are handed over to the 
insurance authorities for payment. Each slip would bear 
the date and time of visit, either a separate slip for each 
visit, or a sheet with columns for a number of visits, so as 
to cover, say, a week’s or two weeks’ attendance; the 
patient's name, address, and diagnosis being also filled in 
on the slip or sheet, and any remarks of a special nature. 
It is obvious, under any system of sickness insurance, 
careful records will have to be kept of all visits, and 
although this will involve a certain amount of routine and 
red tape, the fact that it will render payment of fees prac- 
tically certain should recompense us for any little extra 
trouble involved.—I am, etc., 

Bowdon, Cheshire, April 28th. P. R. Coorer. 


Sir,—The leaders of the Labour Party have gone to 
Germany in the interests of those they represent to inquire 
into the working of State insurance. Why should medica 
men not do the same in the interests of themselves and 
their patients? I have on two occasions visited some of 
the principal towns to inquire into this matter, but am 
willing to go again with any who, like myself, may be 
desirous of seeing some definite proposals put forward by 
the medical profession before any bill for State insurance is 
brought before Parliament.—I am, etc., eames 


May 2nd. 


MODEL RULES FOR A PUBLIC MEDICAL SERVICE: 
A CRITICISM OF ITS MAIN PRINCIPLE. 

Sir;—The Gateshead Division has for some time past 
been giving most careful thought and attention to matters 
relating to a public medical service, and more particularly 
to the model rules recently laid before it. 

The members have long felt that it was likely some 
such proposition would be made—an anticipation justified 
to some extent by the Majority Report of the Poor Law 
Commission, and much more so by the opinion which is 
obviously held at head quarters and which has found 
expression in the rules mentioned above. 

About 90 per cent. of our practices here are of the 
purely industrial class, and few of us are without con- 
tract practice of some kind; so that we may claim to 
speak with some authority and considerable experience 
upon the subject. 

First, what do we mean by contract practice? We do 
not refer to that kind of work where some particular 
individual is responsible for some particular persons, as 
with the Post Office medical officer or police surgeons, but 
to the family, club, or friendly society work, where the 
lodge doctor contracts to do an unlimited amount of work 
for a very limited amount of pay. ae 

Now the model rules are based upon this principle, and, 
though they are a vast improvement upon the suggestions 
of the Royal Commission, we should not lose sight of the 
fact that this principle is thoroughly bad. ave 

It is bad from the point of view of the individual 


medical man, worse from the point of view of the future 
| personnel and educational efficiency of the profession, and, 
| what appears to be more important than either of these in 
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the eyes of so many of the leaders of our profession, worse 
in the interests of the general public. 

Such a service as that suggested on an “ optional ”’ basis 
would gladly be taken advantage of by the thrifty people 
who at present pay our bills, leaving the thriftless and 
destitute to seek attendance from any member of the 
profession, who will not dare to refuse because of the 
strong feeling that exists in the minds of the press, the 
public, and the coroner that we are out to carry on a 
noble profession for love of a humanity which never 
hesitates to rob us, and that our living is a minor matter 
that it is not necessary to consider. 

The net result of such an action would be to reduce our 
incomes one-half to one-third and leave the old parasites 
to obtain their gratuitous attendance exactly as they do at 
present. 

What of the fature of the profession? Would any man 
in his senses put his son through an arduous and expen- 
sive training which will end in his becoming a State or 
municipal servant, or, what is worse, the servant of an 
ancontrolled and inconsiderate public, in exchange for the 
magnificent income of from £200 to £300 ayear? The 
ffect of such a state of affairs upon the quality of men 
entering the profession will, we think, be obvious. With 
the type of man changing, and the incentive to subsequent 
professional and educational improvement largely removed, 
that danger to the public becomes both urgent and obvious. 

With human nature as it is—for we cannot alter it— 
who can imagine this to be a system that holds out 
prospects of good results ? 

Can one single good reason be advanced in justification 
of contract practice to-day, except that, on the principle 
that half a loaf is better than no bread, it is better to 
receive half-yearly the miserable payment one gets from 
2 club to help to meet one’s liabilities than to attend the 
same people, receiving no payment from them, and scant 
courtesy from the county court judge if you are foolish 
enough to attempt to obtain what is dus to you by means 
of the law. 

Because we have found that contract practice is a 
necessary evil to enable us to live at all, is that any reason 
why our profession and the State should deem this the 
best system on which to establish its national medical 
‘service ? 

Ali who have had experience of it will unite in saying 
that the system is entirely rotten from every point of view, 
and that its universal adoption will inevitably bring 
disaster in its train to all those concerned. 

We cannot help expressing our regret that it should be 
proposed by our Association to establish on a recognized 
asis a system which for years we have been trying to 
discourage and whichin some instances we have stamped 
out entirely. 

Signed on behalf of the Executive, 
W. Sita, 
Chairman. 
C. R. STEWART, 
Honorary Secretary. 


GENERAL PRACTITIONERS AND POOR LAW 
REFORM. 

Sir,—Early in our correspondence Dr. Greenwood 
emphasized the importance of dealing with “things” 
rather than “ words,” and I will endeavour to follow his 
excellent precept rather than his example. 

The difference between the authorities which the 
Minority of the Commissioners propose to set up and the 
Poor Law guardians is the difference between a fence at 
the top of a precipice and an ambulance or a hearse at 
the bottom. The one deals with the situation before the 
catastrophe has happened; the other deals with the 
situation after the catastrophe has happened. Thus, 
for example, the authorities which the Minority seeks to 
set up would get hold of a phthisis patient as early as 
possible, send him to a sanatorium, disinfect his house, 
provide for his wife and children until he is cured and fit 
to return to work again. The guardians wait until the 
man is too ill any longer to support his wife and children, 
and far beyond hope of recovery, and then support him 
until he is dead, and the wife and children for an 
dndefinite time. 

Now, it is quite possible to argue, as Dr. Greenwood 
does, that the same adjective may be applied to both 
these authorities; but if Dr. Greenwood can see no 


difference between the two he is far more lacking in 
perspicacity than his letters would lead one to imagine, 
In conclusion, I will only add that his fine distinction 
between putting on a label and endorsing it is equally one 
of words rather than things.—I am, etc., 
Manchester, April 30th. E. Viront Brown, M.D.Lond, 


Si1r,—The discussion on Dr. Cooper's paper does not 
seem to have established anything very clearly. Dr. Hick 
and others obtain some income from such as he would call 
destitutes, unable to pay anything for medical attendance, 
Surely Dr. Hick is right in expecting every workman who 
earns a living wage to pay for the necessaries of life, in 
which is included the care of health. An accident re. 
quiring amputation, strangulated hernia, an infectious 
disease, demand more costly treatment than the simple 
ailments which constitute nine-tenths of ordinary practice. 
These earners of small wages have in such cases a claim 
upon the community in the name of common humanity, 
For the stern Guardian, with a stout stick in his hand and 
a keep-off-the-grass manuer, there will come along the 
Neighbour willing to give the necessary help—not a 
Samaritan, for he will wear the badge of the borough 
council, representative of the ratepayers, not ashamed of 
their humanity. The borough doctor will then take over 
the case and the borough inspector will inquire into the 
family circumstances and see that neither the man nor 
his family starve, and on recovery help him to find work. 

The local committee will settle what circumstances are 
to be considered necessitous, but this will not be based on 
a hard-and-fast wage limit, either 15s. or 20s. A line has 
been put forward. After deducting rent, which of course 
varies in town and country, 3s. is allowed for every adult 
member of the family, and 3s. for every two children. 
Below that they are destitute, or at any rate may be 
classed as “poor” (I am not quite certain of the figures, 
however). The acceptance of relief will not then humiliate 
the man. The whole of the out-patient departments will 
be swept away, and only those patients will attend who 
have been sent up for consultation or for operation by the 
medical men whom they have already called in. 

Such I apprehend to be the scheme of the Minority 
Report. Those who are better off, and who, with wages 
from 15s. to £2, insure in sick clubs and friendly societies, 
it leaves alone. Yet, going further than the Poor Law, it 
advances to the man who is momentarily stranded the 
very important medical or surgical skill required. There 
may be some money loss in this, but the funds of volun- 
tary societies will be enabled to find a satisfactory outlet. 
For the civitas and the benevolent society will work with 
full knowledge of each other's doings. 

A scheme has been issued by the Association, called a 
Public Medical Service. This is a misnomer, it being a 
scheme for a trade union of the narrowest type. In suit- 
able localities, small in area, and if adapted to suit vary- 
ing circumstances, it will no doubt prove beneficial. The 
relations between doctors and those who demand modified 
fees under the name of insurance are, it seems to me, very 
unsuitable subjects to introduce into a new Poor Law, or, 
indeed, to be regulated by law at all.—I am, etc, 

London, W., May 3rd. G. C. Cricntron, M.D. 


CANCER OF THE RECTUM. 

Srr,—It is with much interest that I have read the 
letters which have appeared on this subject, as three 
years ago I published a paper in this JournaL advocating, 
I think for the first time, the complete removal of the 
rectum in all cases of rectal cancer.' 7 

Mr. Bruce Clarke says that there is no comparison 
between removal of rectal cancer by the lower pelvic route 
and that by the abdomino-perineal route. I think that 
Mr. Bruce Clarke has not exactly expressed his meaning. 
The question is in reality not as to which is the best 
route, but whether the rectum shall be removed entire 
with part of the sigmoid and all the lymphatic 
neighbourhood, or whether the growth shall be locally 
resected, leaving part of the rectum and all the lymphatics 
behind. I think this is what Mr. Bruce Clarke means, 
and I quite agree with him that such operations as 


1 An Operation for the Removal of the Entire Rectum and Neigh- 
Area for Carcinoma, BRITISH MEDICAL JOURNALs 
June lst, 
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Kraske’s, in which only a portion of the rectum is removed, 
cannot be compared with complete removal of the lower 

owel. 

. I have operated in a number of cases of rectal cancer, 
poth by the method I described in 1907 and by the 
abdomino-perineal route, and I still think that there are 
advantages in favour of the perineal route in certain cases. 
The same amount of bowel can be removed by either 
route. I have removed as much as 10 in. of the rectum 
and pelvic colon, afterwards bringing the stump of the 
colon down to the anus, by the perineal route alone; and 
this is about as much as it is ever necessary to remove. 
The operation by the perineal route can be performed 
more rapidly and is not quite so serious. 

One of by no means the least advantages of complete 
removal of the lower bowel, as compared to local resection 
of the growth, is that healing by primary union is possible. 
Ihave had one case in which healing by first intention 
took place after 8} in. of the bowel had been removed by 
the perineal route and the colon had been brought down 
and stitched to the anus. The patient walked out of the 
nursing home in three weeks after the operation. 

I believe that as the technique of these very difficult 
operations is improved such results will be the rule instead 
of the exception.—I am, etc., 


London, May 2nd. P. LockHart 


Sir,—I agree with Mr. F. C. Wallis that the subject of 
cancer of the rectum will bear further discussion. Kraske’s 
trans-sacral operation and other kindred methods of remov- 
ing rectal cancers were a great advance on earlier and less 
adequate operations. Cases which previously had been 
regarded as quite inoperable have been successfully dealt 
with and the results have compared very favourably both as 
regards immediate and remote results with cancer opera- 
tions in other parts of the body. Nevertheless, at the pre- 
sent time I believe that most surgeons are now dissatisfied 
with their results. Although freedom from recurrence is 
often secured for many years (often for five to seven years) 
by a well-executed Kraske’s operation, the disease in the 
vast majority of cases eventually returns in the upper 
part of the pelvic colon or in the pelvic glands. For some 
time surgeons have been feeling their way towards a more 
radical removal both of the affected portion of the bowel 
and of the corresponding chain of lymph glands in order 
to bring the surgery of rectal cancer into a line with the 
teachings of experience in other regions, such as that of 
the breast and uterus. The work of Sampson Handley in 
the former region and that of Wertheimer in the latter 
point very clearly the direction in which operations for 
rectal cancer must be extended. 

The following are some of the pathological and 
anatomical postulates which must be accepted in framing 
a satisfactory radical operation : 

1. A considerable length of apparently healthy bowel above 
the disease must be removed as well asa sufficient margin of 
healthy tissue around and below it. 

2. The whole chain of lymph glands and perirectal tissue, at 
feast as high as the promontory of the sacrum, must also be 
removed in every case of cancer of the rectum, whether seated 
high or low. 

5. It is anatomically possible to remove the whole length of 
pga up to its junction with the sigmoid in any given 
_ 4. It is anatomically possible to mobilize the sigmoid flexure 
In every case sufficiently to bring it out at the anal site, and to 
retain its blood supply in that position. 

5. 1t is anatomically impossible to preserve an adequate 
blood supply of the upper segment at any point short of the 
sigmoid loop. 

It is obvious from these postulates that no operation 
performed from below can be adequate or satisfactory, even 
when the cancer is within reach of the finger from the 
anus. In other words, a perfect operation absolutely 
requires an abdominal approach in every case. The ideal 
‘Operation must therefore be always either abdominal or 
abdomino-perineal. Which of these alternatives is best 
depends on the position of the growth. If it be not less 
than 3 in. clear above the anus, and not adherent to the 
bladder or vagina, the sigmoid can be mobilized, the 
Stperior haemorrhoidal vessels ligatured, and the whole 
rectum, including the growth and gland chain, with the 
exception of the unimplicated anal segment, removed 
through an abdominal incision. The end of the mobilized 
segment, after section of the bowel at its junction with the 


rectum, can then easily be passed through the anal 
segment and secured there; or, if preferred, the end of 
the sigmoid can be seized by forceps, passed through the 
anus, and drawn outside. A large Paul’s tube can be tied 
in to carry faeces clear of the wound. I have recently 
operated in this manner in a case where the chain of 
enlarged glands reached up to the promontory, and the 
functional condition of the anus afterwards was perfect. 

This is undoubtedly the ideal procedure where the 
position of the growth and the condition of the patient 
permit. But what of low-lying cancers, within reach of 
the finger, and perhaps involving the anus? General 
principles demand the removal of the whole rectum, even 
in these cases, in order to remove the infected areas above, 
and this can only be performed abdominally. Free 
removal of the actual growth and its immediate surround- 
ings are equally necessary, and in such a case this is im- 
possible by the abdominal route. It follows that for such 
cases both abdominal and perineal or sacral routes are 
necessary. 

There remains the question, Should they be combined 
or separated? A combined operation has obvious advan- 
tages. If the sigmoid can be mobilized and the glands 
freed from above, and then the whole mass and the 
mobilized sigmoid withdrawn from below, the whole cancer 
mass is removed in one piece without even dividing the 
bowel until it is outside the body. The previous ligature 
of the saperior haemorrhoidal vessels also greatly lessens 
the haemorrhage. This combined operation has, however, 
for low-lying cancers, especially for those involving the 
anus, one grave drawback. The shock of an extensive 
perineal or trans-sacral dissection, added to that of the 
previous abdominal procedure, is so severe that it often 
proves fatal. I am, therefore, reluctantly driven to the 
conclusion that for these cases one must forego the advan- 
tages of the combined operation by dividing it into two 
stages. This of necessity involves a permanent abdominal 
colotomy. The sigmoid must be mobilized, the rectum 
divided as low down in the pelvis as possible and its distal 
end inverted and closed immediately above the growth. 
The upper part of the rectum and glands must be drawn 
out of the pelvis and then removed by dividing the bowel 
at the commencement of the sigmoid. The end of the 
latter is permanently fixed in the wound, with a Paul’s 
tube inserted, and the abdominal incision closed. At 
a later stage the growth and anal segment can be removed 
from below. This operation is not ideal, but it carries 
out the essential thing—complete removal of the infected 
area; and, where the anus must necessarily be sacrificed, 
an abdominal colotomy is no worse than a sacral colotomy 
which equally lacks a sphincter.—I am, etc., 

Epwarp B.Sc., F.R.C.S. 

Wolverhampton, April 30th. 


Sir,—For some five years past I have advocated and 
practised the abdomino-perineal method of excision of the 
rectum to the exclusion of other methods, and I now 
regard it as the operation of choice, except in aged or 
debilitated subjects, for all cases, whether the growth is 
high or low. 

In a paper which I read at the Sheffield meeting of the 
Association' I emphasized the importance of abdominal 
exploration in all cases of cancer of the rectum before 
proceeding to excision, in order to ascertain whether the 
case is suitable for radical treatment—that is, free from 
deposits beyond the range of removal—for unless this be 
done this all-important question is left to chance, and a 
useless operation may be embarked upon. I also pointed 
out that it was by the abdominal route only that the 
infected area of lymphatics and glands could be thoroughly 
removed and the best chance given of permanent cure. 

I am glad to find that Mr. F. C. Wallis is inclined to 
think “that there is a great deal to be said for the abdo- 
minal operation in all forms of removable rectal carci- 
noma.” It is also gratifying to read that Mr. Bruce 
Clarke “ is confident that it (the abdomino-perineal opera- 
tion) will soon take its place as a well recognized operation 
and prove a formidable competitor, so far as mortality is 
concerned, with the older operations.” I ventured to 
make a similar forecast in the paper to which I refer, and 
now that the technique of the method has been improved 
it is even truer. 


1 BRITISH MEDICAL JOURNAL, 1908, ii, p. 990. 
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I do not agree with Mr. Bruce Clarke when he says that 
‘the abdomino-perineal operation is designed to meet 
those cases in which no satisfactory removal can be 
effected from below.” It may originally have been 
intended exclusively for this purpose, but with the 
advance which has been made in endeavouring to 
perform a radical operation for cancer of the rectum 
comparable with the operations performed in other 
regions for cancer, the use of the operation has been 
extended to cases situated in the lower part of the 
rectum. 

I have performed the operation in more than one case 
in which the disease was limited to one side of the rectum 
and in which it was quite easy to pass the finger well 
beyond the growth, and yet on opening the abdomen 
diseased glands were found high up in the mesorectum 
which could not have been removed by any other 
method. 

With regard to the question of bringing the bowel down 
to the anus after resection, which Mr. Wallis touches 
upon, I discussed this point in the paper to which I have 
referred. Since that was written Mr. Dobson has pub- 
lished a most valuable paper on the lymphatics and 
anastomosis of the blood vessels of the colon and rectum 
which will, I think, very largely influence surgeons in 
their desire to re-establish the continuity of the bowel.— 
I am, etc., 


London, May 3rd. Dov«atas Drew. 


“A NEW ASPECT OF THE EFFECTS OF BORIC 
ACID.” 

Sir,—The contribution by Dr. J. Bernstein in your 
issue of April 16th concerning the varying effect of boric 
acid on different micro-organisms can hardly be said to 
present the “entirely new aspect” of the problem which 
he claims for it. Nearly ten years ago I drew attention to 
this point in your columns,! from which I may be permitted 
to quote the relevant sentences. 

“ The addition of a small quantity of a preservative like 
borax does not hinder the growth of micro-organisms as 
a whole, although it does repress the putrefactive ones and 
interferes with the digestive functions”; and “I consider 
the occurrence of putrefaction to be a good indicator of 
when the number of other bacteria is assuming dangerous 
proportions, and to repress their growth in an article like 
milk is like sitting on the safety valve of a steam 
engine.” —I an, etc., 

Leeds. A. S. Grinpaum. 


PALAEOGENESIS. 

Sir,—Sir Jonathan Hutchinson, in his article “ Palaeo- 
genesis as Explanatory of Certain Forms of Disease,” 
offers an interesting explanation of the condition known 
as “* leucoderma colli.” 

In the British Mepican Journat of February 7th, 1903, 
I tried to explain on similar lines the nature of “intestinal 
sand” and gout. 

With a kindly courtesy which is characteristic, Sir 
Jonathan ends his article by saying, “I shall be thankful 
for suggestions and criticism.” Instead of criticism, may 
I give expression to the admiration we all feel for this 
great and grand old man? He has spent a long life ever 
adding to the sum of human knowledge. And now, 
instead of taking a well earned rest, he is still piling up 
the debt which the scientific world owes him.—I am, etc., 

Kensington, W. J. McNamara, M.D. 


THE MEDICAL COMMISSIONER OF PRISONS. 

S1r,—With reference to your article on the Prison 
Commission in your last issue,I beg to be allowed to 
state the following facts. 

On the occasion of my retirement from the office of 
Commissioner of Prisons I had the honour to be asked 
by the Home Secretary whether I would continue my 
services, in so far as they were of a medical nature, for 
a term of five years. On my acceptance of this proposal 
Lord Gladstone appointed me Medical Adviser to the 
Prison Commissioners, and also Director of Convict 
Prisons, with a seat and voice at the Prisons Board 
such as I had ever since my first appointment as 
Commissioner. 


1 BRITISH MEDICAL JOURNAL, 1900, ii, p. 425. 


The medical work which now devolves upon me is the 
same, both in nature and quantity, as that which I haye 
always carried out hitherto. It occupied in the past about 
one-sixth of the time I devoted to my official duties, It. 
occupies at present about two half-days a week, besides 
causing a fluctuating amount of correspondence. Havin 
now, however, more time at my own disposal, I am able 
to give voluntarily more attention to any important, 
general question that may arise, affecting the medical side 
of prison work.—I am, etc., 

London, W., May 2nd. H. B. Doyxi, 


“.* In Parliamentary Notes last week, p. 1076, it was 
stated that Sir Henry Craik had a question on the paper on 
April 25th, but, in view of the fact that a discussion on the 
matter had already taken place, he withdrew it; the Home 
Secretary, nevertheless, desired to reply, but was ruled out 
of order by the Speaker. We are informed that the answer 
which the Home Secretary desired to give was as follows: 


I am informed that the minute in question was fully con- 
sidered by my right hon. friend. I cannot do better than read 
its full terms to the House: ‘‘ On the passing of the Prisons Act, 
of 1898 through the House of Commons I was urged to accept 
an amendment to the effect that one of the Prison Com- 
missioners should always be a medical man. I resisted this on 
the ground that it was not desirable to tie the hands of the 
Secretary of State. But I gave an undertaking that I would in 
some way strengthen the medical element in prison administra- 
tion. There being a vacancy in the summer of 1898 on the 
Prison Board I decided to take the opportunity of fulfilling 
this promise by appointing Dr. Donkin to it. But I desire 
to place upon record that it was not my intention to fetter 
fhe action of any of my successors, it being conceivable 
that there might be possibly as effective, or even more 
effective, a method of carrying out the pledge which I gave 
to the House of Commons in some other way. I entirely agree 
with the object in view.—M. W. Ridley.’’ Lord Gladstone, whose 
interest in prison questions is well known and who was chair- 
man of the committee from which the proposal originally 
emanated, was not likely to overlook this matter. When the 
time came for Dr. Donkin’s retirement from his commissioner- 
ship he arranged to retain him in a new position in which he 
is relieved from his former heavy administrative duties, and is 
able to devote himself to medical questions; and in this way 
the medical influence in the prison administration is main- 
tained and strengthened. Dr. Donkin’s retirement would have 
been a very severe loss to the medical side of the prisons 3 but 
under Lord Gladstone’s arrangement he remains in the position 
of medical adviser and director of convict prisons, and he is 
present at all meetings of the Prison Board, and has an equal 
voice in all its decisions. Having thus carried further the 
policy embodied in the minute quoted above, Lord Gladstone 
was able to meet the enormous increase of administrative 
duties falling on the Prison Commissioners by appointing to 
the vacancy a man who isa conspicuously able administrator, 
and one specially qualified by his previous experience and 
abilities for carrying on the work of prison reform. 


VOLUNTARY MEDICAL ATTENDANCE ON 
PAUPERS. 

Sir,—It has occasionally happened with me, as doubt- 
less it has happened with many of our members, that some 
patients, formerly able to pay ordinary fees, have unfor- 
tunately fallen into poverty, and been at length unwillingly 
forced to seek relief from the board of guardians. After a 
time sickness supervenes, and because of old association 
the poor fellow desires his old doctor to attend him. For 
the same reason that old doctor, unwilling to forsake his 
old patient, may perhaps be still willing to do his best to 
help or ease, even though there may be little or no prospect 
of ever being paid for such services. ’ 

Up to quite recently I assumed that if the doctor 
was thus willing it was a matter for him alone. A few 
weeks ago, however, in such a case as this I received 
quitea shock. On going to see the patient, his daughter, 
who had been before the guardians the previous night, 
said that she had been told to inform me that the parish 
doctor must attend her father if he was ill. Here was & 
pretty pass. I was at liberty to give the poor man half 
a crown, but I must not give him that which he esteemed 
more highly, my professional help or skill. To make sure 
that she was reporting the statement correctly I wrote to 


i! 
i 
+ 
“> 
ax 
| 
/ 
| 
=i 
i 
— 
’ 


MAY 7; 1910.] 


CORRESPONDENCE. 


1147 


[ Tue 
Mxpicat JounNaL 


uardian to inquire if she was correct. In a reply by 

pe he admitted the correctness, and pti. 4 its 
accuracy. 

As sabmission to such a ruling meant to the poor 
patient a hateful obligation and the severance of an old 
friendship, and meant the assumption of an authority 
over medical practice which was quite new to me, I laid 
the case before the Local Government Board and asked 
for their ruling in the matter. 

I have received the following reply: 


Local Government Board, 
Whitehall, S.W., 
April 28th, 1910. 

Sir,—I am directed by the Local Government Board to advert 
¢o your letter of the 4th instant, and in reply to state that 
whilst there is nothing to prevent an outdoor pauper receiving 
gratuitous medical attendance, or charity in any other form, 
the guardians are bound to take into consideration all such 
resources in deciding whether relief is required or should be 
continued. 

Iam toadd that the Board are sending a copy of this corre- 
spondence to the Guardians of the Oldham Union for their 
information. 


Tam, Sir, . 
Your obedient servant, 
(Signed) J. 8S. Davy, 


Assistant Secretary. 
J.J. H. Holt, Esq., M.B. 
Chis is, of course, perfectly satisfactory to me. As it 
appears to be a ruling not hitherto made public, it 
will perhaps be of interest to many of our members. 


—I am, etc.,, 
Jos. J. H. Hott, M.B., Ch.B., D.P.H. 
Middleton, Lancs., May 3rd. 


CONSULTANT, GENERAL PRACTITIONER, 
OR HALF-AND-HALF? 

Srr,—I hope you do not share “ Est Modus in Rebus’s ” 
fear that this correspondence runs any risk of doing harm 
to “amicable professional relationship.” The more we can 
anderstand each other’s points of view the better it will 
‘be for everybody; and if your correspondents give each 
other some hard knocks in the process of extracting these 
views, this will add, let us hope, to the interest of your 
readers. 

“Est Modus in Rebus” appears to think that my 
contribution to this controversy is likely to lead to 
greater friction because I could bring myself to ask a 
shocking question, which he quotes. I could hardly 
expect “ Est Modus in Rebus” to quote all my questions, 
for they were fourteen in number; but to quote this 
particular one without its context is perhaps misleading. 
My questions were merely designed to extract the point 
of view of a class of practitioners whose methods “ Est 
Modus in Rebus” was defending, and the questions 
obviously inferred nothing as to anybody’s “sense of 
ethical honour.” My inferences were, I hoped, going to 
be drawn from the answers received. Later, if you will 
allow me, I should like to set down some inferences 
in due order. Hitherto “Est Modus in Rebus” bas 
only answered one question, and to this answer I 
referred in my last letter. This week he quotes another 
of my questions without answering it, in order to show 
how little I comprehend the situation. By re-reading 
and collating “Est Modus in Rebus’s” various letters 
{ fancyI am arriving at a comprehension of, at any rate, 
some of his points of view, although I am not quite sure 
that they are always consistent. 

In his last letter “Est Modus in Rebus” says: “I have 
already emphasized the fact that under no circumstances 
can a consultant undertake the independent treatment of 
& patient for any complaint which at the time is being 
treated by another man.” I suppose by “can” is meant 

should,” for it is part of our contention, which can 
hardly be challenged, that this calamity for all parties 
does actually occur under existing circumstances. Even 
So, special provision seems here made for two doctors 
independently treating the same patient, provided 
they are not treating the same complaint. It would 
be interesting to know whether it is intended under this 
restriction to allow the consultant independently to treat a 
<omplaint which he had reason to believe the other doctor 
was not really treating because of an erroneous diagnosis. 
For example, if a patient tells the consultant that his 
doctor is treating him for rheumatism and it transpires 


that the real disease is gout, may the consultant undertake 
the independent treatment of the gout on the ground that 
this complaint is not at the time being treated by anybody 
else? Seriously, I suppose the special wording of this great 
principle of practice is to allow of the possibility of a 
specialist undertaking the independent treatment of one 
part of a man or woman while the general practitioner is, 
in blissful unconsciousness of the fact, treating another. A 
most undesirable proceeding, one would think. 

Later on “ Est Modus in Rebus” goes on to say, “I 
simply maintain that any consultant or specialist has the 
— to see and treat any ‘free’ patient who consults 

im.” 

Surely, “ Est Modus in Rebus” has forgotten that so 
recently as March 5th, when he first joined in this con- 
troversy, he quoted with approval, and indicated that he 
was himself always guided by the advice of a foremost 
physician of the day, who told him “ that he should avoid 
asking the name of any doctor who had attended the 
patient previously.” 

I am almost afraid to, but I should like to ask “ Est 
Modus in Rebus” one more question: ‘ Is not this reticence 
in inquiring as to the doctor who had previously attended 
the patient dictated by the fear that such inquiries might 
reveal the fact that the patient is not free?” If the 
answer to this is, as they say in Parliament, in the nega- 
tive, I should like to ask ‘“‘ Est Modus in Rebus,” Why, 
then, this avoidance ?—I am, etc., 


May 2nd. PROFESSIONAL UNION, 


SURGICAL INSTRUMENTS: A DISCLAIMER. 

S1r,—In the Lancet of October 12th, 1907, p. 1011 et 
seq., an article was published on a surgical instrument, 
types of which have been in universal use for some thirty 
years or more. The article dealt with my attempt to con- 
struct an instrument which should combine the advan- 
tages of most of the types then in use. Although the 
matter is an experimental one, and consequently certain 
small but essential measurements in my instrument have 
since been altered, chiefly at the representation of friends, 
the main type remains the same, and the original makers (A) 
have now stamped its measurements and design for pur- 
poses of reproduction by means of certain bosses and 
templets in their possession. In the experimental stages 
of the work they devoted much time, skill, patience and 
money to the subject, for which they might reasonably 
expect some return. Now the originator of any instru- 
ment in surgery does not by the etiquette of his profession 
patent his invention, neither does he make a penny out of 
it. He places it at the disposal of the profession, and if 
they back him up in the matter, as to a large extent they 
do and as I think they should do, they will insist on 
having the actual article made by the original maker, 
thereby enabling him to recoup himself. Unless this is 
done there is no incentive to progress, because it is a 
losing game from the instrument maker’s point of view. 
At the same time it is recognized that the surgeon should 
not advertise the firm of instrument makers. The ques- 
tion arises, Can the originator's name under these 
circumstances be regarded as a trade description or can 
it not? If the design is registered or patented I believe 
it can, and as such it could be infringed, but if not, 
I believe, strictly speaking, it cannot. 

It has come to my knowledge that recently another 
large and respected firm of instrument makers (B) have 
sent a traveller round the West of England, and doubtless 
by now to other districts too, showing an instrument with 
my name attached to it as a trade description. I have 
examined and measured this pattern of instrument. In 
the main essential it is 66 per cent. wrong, and this affects 
two other important factors in the design to the extent of 
40 per cent. and 20 per cent. respectively. In one other 
essential particular it is radically wrong and in five others 
partially so. In general finish and in several small details 
it differs from the original. The price is 30 per cent. less. 
This firm is not the only one which has “ pirated” in this 
manner. At least one other firm (C) has produced an imi- 
tation—in fact a much better one of my instrument—that 
they sell at half the price of the original pattern. Towards 
the end of last year I wrote to this firm and said that if 
they sold the instrument as my design they must take 
steps to guarantee its being exact in every particular, 
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otherwise my name must be omitted from all their descrip- 
tions. They replied that they would omit my name from 
their catalogue and advertisements. I also said that in 
any case I would on no consideration whatever authorize 
more than one firm as a manufacturer of any instrument 
designed by me. 

That a great injustice is done to at least two parties by 
this state of affairs is clear. The question arises as to 
whether it can be remedied. If the instrument makers 
themselves would agree to be agents for one another I 
believe there would not be any great difficulty. Incidentally 
I must dissociate myself entirely from any responsibility as 
to design, measurement, material or method of manufac- 
ture in the case of any instrument or appliance bearing 
my name unless it is made by the firm which I may employ 
in the first instance. Inasmuch as a scheme is now being 
tested which, if the results are good, will be worked up into 
a practical form, I am anxious that this question should be 
raised and if possible fully ventilated. 

This letter is entirely disinterested.—I am, etc., 

April 28th. G. H. Corr. 


Public Health 


POOR LAW MEDICAL SERVICES. 


POOR LAW MEDICAL OFFICERS’ ASSOCIATION OF 
ENGLAND AND WALES. 

A COUNCIL meeting of this asscciation was held at 34, Copthall 
Avenue, E.C., on April 28th. 

There were present: Surgeon-General Evatt (President), Dr. 
Balding (Royston), Dr. Drury (Halifax), Dr. Holder (Hull), Dr. 
Gidley Moore (Ongar), Dr. Napper (Cranleigh), Dr. Toogood 
(London), Dr. Withers Green (London). 

The Honorary Secretary said that Dr. Drury had arranged 
for the annual meeting cf the association to take place at 
Halifax on June 29th. The Mayor of Halifax would open the 
conference at the Town Hall, the Mayor and Mayoress would 
entertain the members at afternoon tea, and had accepted the 
invitation of the association to the annual dinner in the evening. 
The council decided that invitations should be sent to all 
—— of the Poor Law Medical Service in England and 

ales. 

The Honorary Secretary reported that the answers to the 
questions submitted to the outdoor Poor Law Medical Service 
had been analysed by himself and Dr. Withers Green, with the 
following results: 

1. Are you in favour of the abolition of boards of guardians 
throughout England and Wales ?—To this question 37 per cent. of 
the answers were in the affirmative and 59 per cent. in the 
negative. 

2. What authority would you propose to set up?—To this 
question 12 per cent. of the answers were in favour of an ad hoc 
authority, 22 per cent. for a statutory committee of the county 
council, and only 3 per cent. in favour of the abolition of any 
special Poor Law authority. N.B.—Only the answers of those 
who wished for the abolition of the guardians were counted with 
regard to this question. 

3. Should any difference be made between medical and other 
public relief, beyond the disenfranchisement in the case of the 
former ?—T1 per cent. of the answers were in the negative, 8 per 
cent. in the affirmative. 

4. Should there be any ‘test’? or ‘‘deterrent,”’. such as the 
present medical order, to requlate the granting of medical relief to 
poor applicants? Or should the latter be permitted to claim public 
assistance subject to no other liability than having to pay the cost 
of the same uf proved to be in a position to do so?—83 per cent. 
were in favour of a test, 11 per cent. opposed to it. 

5. Are you in favour of a public assistance medical scheme based 
on provident dispensaries, subsidised by the State, and contract 
practice generally 2—83 per cent. of the answers were opposed to 
this, and 12 per cent. in favour. 

6. Are you in favour of a public medical service based on an 
amalgamation of the present Poor Law medical service with the 
sanitary medical service ?—60 per cent. were opposed to this, and 
33 per cent. in favour. 

‘7. Do you approve of the district medical officer being made 
relieving officer, so far as medical relief is concerned ?—16 per cent. 
opposed to it; 22 per cent. in favour. 

8. Are you in favour of * whole-time”’ or ‘ part-time” appoint- 


ments in any reformed public assistance medical service ?—17 per 


cent. were in favour of ‘‘ whole-time”’ appointments; 71 per 
cent. were in favour of ‘‘ part-time ’’ appointments. 

9. Are you in favour of a reform of the present Poor Law system, 
or would you prefer a‘ break-up’’?—11 per cent. in favour of a 
“break-up”; 82 per cent. in favour of a *‘ reform.” 

10. Do you think that a ‘*‘ unified medical service’ that attended 
to all poor applicants, with no other test or deterrent than the 
liability to be compelled later to pay the cost, would or would not 
be dangerous to the interests of all general practitioners in poor 
districts ?—Answers in the affirmative were 90 per cent. ; in the 
negative 6 per cent. 


This analysis was approved by the Council, and it was 
decided that resolutions framed on these answers should be 
submitted to the general meeting at Halifax in June, and ig 
carried there, should again be brought forward for confirmation 
at the meeting in London during the British Medical Associa- 
tion week in July next. 


PRESERVATION OF BODIES IN MORTUARIEs, 
ALTHOUGH the Local Government Board has power, under 
Section 141 of the Public Health Act, 1875, to require a loca) 
authority to provide a public mortuary, there is a serious lack 
of these buildings in many parts of England and Wales. Eyen 
where they are provided, little care bas been taken in many 
instances to secure freedom from objectionable or eyep 
dangerous features, though in some parts of London and in 
many large towns suitably arranged and well-fitted mortuaries 
have been provided, and in the vied of London Mortuary in 
Golden Lane there has been installed an apparatus for pre.. 
serving bodies. It was designed by Dr. G. de Richter, of the 
Public Health Department of the city of Brussels, and consigts 
of an oblong iron box,a portion of the top and sides being 
glazed. The body rests upon a wire litter. Beneath the bod 
is a second chamber, in which are placed linen cloths, automati- 
cally kept moist with a saturated solution of formic aldehyde, 
The formaldehyde vapour is propelled into the upper chamber 
and is kept in circulation by fans worked by a small electric 
motor. The Medical Officer of Health (Dr. W. Collingridge) 
reported last year that the body of an unknown man who had 
been drowned was brought to the City Mortuary on March 10th, 
when a post-mortem examination was made ; a week later it was 

laced in the apparatus, where it remained for seven weeks, 
t was then removed to the mortuary, and was for many weeks. 
in perfect condition for identification. The highest recorded 
temperature during the later period was 73°F. Some such 
poner ae as that described for the preservation of dead bodies 
should be available in the mortuary of every large town. 


NOTIFICATION BY MEDICAL OFFICER OF HEALTH. 

M.O.H.—(1) When a medical officer of health attends or is 
called in to a patient suffering from a notifiable infectious. 
disease he is entitled to the statutory fee of 1s. or 2s. 6d., even 
though the certificate of notification is sent to himself as 
medical officer of health. (2) When a medical officer of 
health sees a patient of another medical practitioner witha 
view to ascertaining whether a suspected case is notifiable, 
and it is considered to be notifiable, the medical officer of 
health is entitled toa fee for notifying the case to himself; 
but we believe that it is not the custom for medical officers of 
health to claim a fee under such circumstances. (35) When 
a medical officer of health, on the request of the inspector 
of nuisances, or of a school teacher, or of a ratepayer, sees 
a patient with a view to deciding whether the patient is 
suffering from a notifiable disease, the medical officer of 
health is entitled to the statutory fee in the event of his 
notifying the case. Some medical officers of health claim 
a fee in the circumstances narrated; others do not make 
any claim. 


CERTIFICATION OF LUNATICS FOR ASYLUM. 
M.O. asks whether, in the event of one of his private patients 
becoming insane and fit for an asylum, it is necessary for such 
patient (who, not being a pauper, will yet be unable to pay 
the full charges of the asylum) to be certified by the district 
medical officer, as, if so, he considers such necessity places 
the medical attendant in a very invidious position. 

*.*In such cases as our correspondent describes it resis 
with the magistrate who acts in the case to select the prac- 
titioner to certify to the insanity of the patient and fitness for 
asylum; the magistrate may select either the district medica? 
officer or any private medical practitioner. 


Gnibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 


Degrees. 
THE following degrees have been conferred : 


M.D.—G. F. §. Bailey, Caius; H.C. Cameron, Joh.; A. H. Miller, 
Trin.; W. O. Pitt, Emm.; J. L. Tuckett, Trin. 

M.B., B.C.—L. Colledge, Caius: P. K. Gilroy, Selwyn; T. R. Glyn., 
Clare; E. N. Russell, Trin. ; R. Svensson, Caius. 

B.C.—C. B. Heald, Caius. 


Examinations. : 
The following candidates have been approved at the examina- 
tions indicated : 


D.P.H. (Both Parts).—J. H. Acheson, J. B. Alexauder, W. Angus, 
G. A. Auden, M. N. Balsara, H. P. W. Berrow, Major R.A.M.C. 
C. H. Bowle-Evans, Major I.M.8., A. H. G. Burton, C. E. A. 
Coldicutt, C. H. Cox, Barbara M. Cunningham, J. F. D — 
H. H. B. Follit, T. H. Gloster, Captain I.M.8., F. A. L. Hammond, 
Major I.M.S., R. F. Johnson, A. T. Mackenzie, A. J. Malcolm 
H. H. Marshall, A. T. Nankivell, W. K. Parbury, A. G. Peter:. 
B. A. I. Peters, G. H. Stewart, Captain I.M.S., A. E. TanneY, 
O. K. Wright. 
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‘The next examinations for the M.B., B.C. degrees will be held 
as follows : 


M.B.—June 13th. 
M.B.—JIune 13th. 
Third M.B., Part I.—June 16th. 
Phird M.B., Part If.—June 21st. 


UNIVERSITY OF LONDON. 
KING’S COLLEGE. 

Special Lectures in Physiology. 
A sHoRT course of lectures on the relationship of the brain to 
voice will be delivered by Professor F. W. Mott, F.R.S., in the 
Physiological Laboratory, King’s College, on Monday after- 
noons, May 23rd, May 30th, and June 6th, at 4.50 p.m. The 
lectures are free to all members of King’s College, all students 
in medical schools, all internal students of the University, and 
+o medical men on presentation of their cards. 


UNIVERSITY COLLEGE. 

The first of a course of eight lectures on the chief animal and 
vegetable pigments will be delivered by Dr. 8S. B. Schryver this 
day (Friday) in the Physiological Institute at 5 p.m., and will be 
continued on each Friday during May and June. The lectures 
are open to all students of the University, and also to all 
qualified medical men. 


UNIVERSITY OF SHEFFIELD. 
Anatomical Department. 
Mr. ALEXANDER WILSON, M.B., Ch.B.Aberd., has been 
appointed Demonstrator in Anatomy, in succession to Mr. 
A. Garrick Wilson, who has been appointed Tutor in Surgery. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON. 
AN ordinary quarterly comitia was held at the College on 
—— April 28th, the President, Sir Thomas Barlow, in the 
chair. 
Membership. 

The following gentlemen were admitted Members of the 
College: David Henriques de Souza, M.D.Lond., L.R.C.P.; 
Thomas Renton Elliott, M.D.Camb.; David Barty King, 
M.D.Edin.; Henry Fairley Marris, L.R.C.P.; Geoffrey Eugene 
Oates, M.B.Lond.; Sydney Arthur Owen, M.B.Camb., L.R.C.P.; 
William Trethowan Rowe, M.D.Lond., L.R.C.P.; Reginald 
Vaughan Solly, M.D.Lond., L.R.C.P.; Rawdon Augustus 
Veale, M.B.Lond., L.R.C.P. 


Licence. 
The Licence of the College was granted to ninety gentlemen. 


Fellowship. 

On the nomination of the Council the following gentlemen 
were elected Fellows of the College: Otto Jackson Kauffmann, 
M.D.Lond.; Charles Hubert Roberts, M.D.Lond.; Edward 
Arthur Saunders, M.B.Oxon.; Francis Edward Fremantle, 
M.B.Oxon.; Robert Dawson Rudolph, M.D.Edin.; Lewis 
Albert Smith, M.D.Lond.; Frederick Craven Moore, M.D.Vict.; 
John Charlton Briscoe, M.D.Lond.; David Forsyth, M.D.Lond.; 
William Henry Willcox, M.D.Lond.; Arthur Frederick Hertz, 
M.D.Oxon.; Conrad Meredyth Hinds Howell, M.D.Oxon. 


Communications. 

The following communications were received: (1) From the 
Secretary of the Royal College of Surgeons reporting proceed- 
ings of the Council on April 14th. (2) From the Clerk to the 
Trustees of the London Parochial Charities, dated April 7th, 
concerning the appointment, on new terms, of a representative 
of the College upon the Committee of Management of the 
Chelsea Physic Garden. Sir William Allchin explained the 
relations of the College with the Garden, and showed how 
under the new scheme the College would have a representative 
upon the Committee of Management, to serve for a term of 
four years, instead of sharing a similar representation alter- 
nately with the Society of Apothecaries. He then moved: 


That the altered scheme of the Charity Commissioners in respect to 
the Chelsea Physic Garden be approved, and its provisions given 
effect to so far as relates to this College. 


This was seconded by the Second Censor and carried. 


Librarian. 
On the nomination of the Library Committee, Dr. Norman 
Moore was elected Librarian of the College. 


Reports. 

The following reports were received : 

1. From the Committee of Management, dated March 22nd, 
stating : (a) ‘‘ The Committee of Management have considered 
the recommendations of the General Medical Council which 
were referred to them by the Royal Colleges, and particularly 
‘that recommendation which relates to a compulsory interval of 
two years between the second and the final examinations. The 
committee beg to point out that the Regulations of the Conjoint 

oard have, since the establishment of the Conjoint scheme, 
required an interval of two years between these examinations, 


but that in the Regulations the two years have been interpreted 
to mean two winter and two summer sessions.’”’ ‘ In view of 
the Recommendations of the General Medical Council, the 
Committee of Management now recommend that the Regula- 
tion be altered so as to require an interval of twenty-four 
months between the two examinations.” ()) ‘‘The committee 
also recommend that the Bedford College for Women, which 
has been visited by a member of the committee, be added to 
the list of institutions recognized by the Board for instruction 
in chemistry, physics, and biology.’’ Both recommendations - 
were adopted. 

2. The quarterly report of the Finance Committee and the 
quarterly report of the Examiners for the Licence on the results 
of the January examinations were received. 


Obituary. 


CHARLES BAGGE PLOWRIGHT, M.D., 
CONSULTING SURGEON TO THE WEST NORFOLK AND LYNN HOSPITAL. 


WE regret to record the death of Dr. C. B. Plowright, of 
King’s Lynn, which took place on April 24th. 

Charles Bagge Plowright was born at King’s Lynn on 
April 3rd, 1849, and was apprenticed to the late Dr. 
Jobn Lowe, Surgeon-Apothecary to the Prince of 
Wales and Sargeon to the West Norfolk and Lynn 
Hospital. As his apprentice Plowright in October, 
1865, became a pupil of thut institution; he after- 
wards studied at Anderson’s College, Glasgow, and 
was a dresser under Professor Lister, who was then 
introducing the antiseptic system of treatment at the 
Royal Infirmary. Plowright took the diplomas of 
M.R.C.S.Eng. and L.R.C P.Edin. in 1870, and after 
serving as House-Surgeon to the West Norfolk and Lynn 
Hospital he settled in practice in King’s Lynn. He 
was appointed Medical Officer of Health for the Free- 
bridge Lynn Rural District over thirty years ago, and 
in this capacity did much excellent work; his reports 
were admirable, complete, and suggestive. He was 
Surgeon to the West Norfolk and Lynn Hospital for 
many years, and was appointed Consulting Surgeon on 
ceasing to serve on the active staff. He was a magis- 
trate for the borough of Lynn, and took a keen interest in 
education, being at one time a member of the Lynn Tech- 
nical Education Committee and a director, afterwards 
vice-chairman, of the Girls’ High School; he was also 
a governor of the Lynn Grammar School. Dr. Plowright 
had a high reputation as a skilful and careful surgeon, 
and had an extensive practice throughout West Norfolk, 
from which he only retired a few weeks ago. 

It was, however, as an authority on fungi that Dr. 
Plowright was best known; his reputation on this subject 
was, indeed, European. He was a corresponding member 
of the Italian Cryptological and of the French Mycological 
Societies, as well as of the Scottish Cryptological Society. 
He began the study of the subject when a boy of 14 
or 15 years, and while still house-surgeon published a 
treatise on Sphaeriacei Britannici. At various times he 
contributed numerous papers on his favourite subject, both 
to the botanical and the medical press. From 1890 to 1894 
he was Professor of Comparative Anatomy in the Royal 
College of Surgeons of England, and a report of his 
course of lectures on the action of fungi on the human 
body was published in the British MepicaL JourNaL 
in 1893. 

Plowright began by working on British field fungi, and 
in 1872 contributed a list of 800 Norfolk fungi to the 
Norfolk and Norwich Naturalists’ Society, of which he 
was subsequently president. Later he was led on to the 
study of parasitic fungi producing disease in plants, a sub- 
ject upon which he became an acknowledged authority. In 
1891 he was the first to advocate the use in this country 
as a remedy against potato disease of the Bordeaux 
mixture then extensively used in France as a preventive 
of mildew on vines and tomatoes. In the previous year 
he had published a monograph on The British Urideneae 
and Ustilagineae. Dr. Plowright was also much inte- 
rested in archaeology, and wrote papers on neolithic man 
in West Norfolk, on native dye plants used by our 
ancestors, on the archaeology of woad and the process by 
which its blue colour was extracted, and on the origin of 
the apothecaries’ symbols for the scruple, drachm, and 
ounce. He made an interesting collection of neolithic 
and palaeolithic implements, which he presented to the 
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Lynn Museum. He also made a very extensive col- 
lection of Pyrenomycetes, which, with the rest of his 
herbarium, has been acquired by the Birmingham Uni- 
versity. 

Dr. Plowright was a man of whom the profession of this 
country may well be proud. A thoroughly competent and 
skilful practitioner of medicine, he brought to the study of 
his favourite department of science—a department which 
touches animal pathology at many points—the all-important 
qualities of perseverance, exactness, and insight. He had 
a true conception of the functions and responsibilities of 
science, and dreaded slapdash slipshod work; indeed, it 
may be said with truth that the modest estimate he put on 
his own researches stood in the way of the recognition he 
deserved, and it might have been well for the cause of 
science itself had he been a little less modest and more 
insistent. However this may be, he was a man for whose 
scientific temper of mind every one who had even had a 
slight acquaintance with him must have conceived the 
highest respect. 

Dr. Plowright leaves a widow, a son who is now surgeon 
to the West Norfolk and Lynn Hospital, and a daughter 
who is the wife of Mr. T. Petch, Mycologist to the Govern- 
ment of Ceylon. The funeral took place at North Wootton 
Parish Churchyard on April 27th, and was attended by, 
among others, the Mayor of Lynn, the Chairman and 
other representatives of the Lynn, Downham, and Free- 
bridge Lynn Boards of Guardians, and of the Lynn 
Education Committee, and by numerous friends, 


FRANCIS R. S. GAMAN, M.R.C.S., L.R.C.P., 


CAISTOR, 


Ir is with much regret we announce the death of Dr. 
Francis R. S. Gaman, on April 9th. 

He was the third son of the late Dr. J. Gaman of 
Hambledon, Hampshire. Left an orphan at a very early 
age, he was elected a Foundation Scholar of Epsom Col- 
lege, and eventually he won a six years’ Scholarship at 
University College, London. He obtained the diplomas 
of M.R.C.S. and L.R.C.P. in 1894. After acting as 
assistant to the late Dr. Cameron of Caistor, Lincoln- 
shire, he took over his practice in 1898. In the same 
year he was appointed Medical Officer of Health to the 
Caistor Council, and Medical Officer to the Workhouse 
and No. 1 District. 

During his fourteen years’ residence in Caistor, Dr. 
Gaman, who was a member of the British Medical 
Association, by his geniality, good fellowship, and devo- 
tion to his professional duties, had endeared himself to 
everyone who knew him, and was one of the most popular 
and beloved men in the neighbourhood. He was a staunch 
Churchman, being at the time of his death acting warden 
and a member of the church choir. He was a true friend 
of the poor, by whom he is much missed. He was captain 
of the Caistor Cricket Club, and joined in all the local 
recreation sports. Asa Conservative he took much inte- 
rest in politics, and was vice-president of the Caistor 
Unionist Association. Besides the appointments men- 
tioned, he was surgeon to the Great Central Railway 
officials, the Post Office, the police, the Druids Lodge, and 
several others. He was associated with every good move- 
ment in the town, and had a wonderful influence for good, 
especially with young people. Six weeks previous to his 
death he was apparently in the best of health; but having 
felt symptoms of some internal complaint, he consulted 
specialists, who advised an operation. He faced the 
ordeal bravely, and was bright and cheerful to the end, 
without a word of complaint. He went to London and 
a preliminary operation was performed, from which he 
made an excellent recovery; but the second operation 
proving far more serious than was anticipated, he 
gradually sank and died five days later. No more fitting 
tribute to his memory could possibly have been paid than 
was shown by the attendance at his funeral on April 13th 
at Clixby, Caistor. All business was suspended in the 
town, and the esteem in which he was held was evidenced 
by the universal sorrow at the loss of a true friend and 
citizen who had passed away in the prime of his life at 
the age of 40. Much sympathy is felt for his widow and 
four young children—three daughters, and one son just a 
year old. 


Dr. Atonzo Henry Stocker died on April 24th at his 
residence, Craigweil Aldwick, Sussex, in his 81st year 
Dr. Stocker, who was for many years one of the best 
known specialists in lunacy, held the following quali- 
fications : M.D.St. Andrews 1855, M.R.C.S.Eng, 1852 
M.R.C.P.Lond. 1862, and L.S.A. 1851. He had a distin. 
guished career at the London Hospital, where, as g 
student, he won the gold medals for surgery, midwifery 
chemistry, anatomy and physiology, materia medica and 
therapeutics, and also the silver prize (senior prize) for 
botany and forensic medicine. He was awarded the first, 
honorary certificate for medicine, and the surgical gold 
medal presented by the governors of the London Hospita} 
for attention to the patients of that institution. He also. 
won the second prize in botany awarded by the Apothe- 
caries’ Society of London. In 1852, at the age of 22, he 
became medical superintendent of Grove Hall Asylum, 
Bow, at that time the largest private asylum in the 
country. Later he became proprietor of Peckham House, 
Peckham, and Northumberland House, Finsbury Park, 
He was a life governor of Bethlem Royal Hospital, and 
a member of many medical societies. He retired from 
active work about ten years ago. 


DEATHS IN THE PROFESSION ABROAD.—Among the 
members of the medical profession in foreign countries 
who have recently died are M. Nestor Gréhaut, Professor 
of General Physiology in the Museum of Natural History, 
member of the Academy of Medicine, and author of 
numerous writings on the poisons of the air, the gases 
of the blood, carbon oxide, alcoholism, etc.; Dr. Henr? 
Ricard, representative of the Cote d'Or in the French 
Senate; Dr. C. Botez, Professor of Surgical Pathology 
in the Medical Faculty of Jassy; and M. Jules Hennequin, 
a well-known surgeon of Paris. 


Moedico-Legal. 


WORKMEN’S COMPENSATION. 

Medical Referces as Witnesses. 
In the Fast Anglian Evening Star there is a report of a case 
under the Workmen’s Compensation Act which is interesting. 
The report states that an employer applied to the county court 
at Woodbridge for a reduction of a compensation order made by 
consent in the case of a man who some time previously ‘ strained 
the muscles on the side of his back’? when lifting sacks of corn 
into a wagon. Compensation at the rate of 7s. 6d. a week was 
paid from January lst, 1909, and the employer sought relief on 
the ground that the man was not now incapacitated for work. 
Counsel for the employer called a medical witness, who stated 
that he could not find any evidence of injury; if there was any 
incapacity it was due to the respondent’s age (59); at this time 
of life injury was likely to be more difficult to detect and take 
longer to cure. For the respondent three medical men were 
called, who testified that the man was not able to do full 
labourer’s work; though there were no definite objective signs. 
they were strongly of opinion that the case was a genuine one. 
His Honour referred to the difficulty he was in having regard to- 
the fact that the medical witness for the employer was also a 
medical referee; as he had given evidence in the case, the court: 
was deprived of his services as referee. Counsel for respondent 
argued that no case had been made out for altering the 
allowance. 

A hasty reading of the learned judge’s remarks on local 
practitioners might lead to the conclusion that they contained 
some animadversions on these gentlemen, but the fact that His 
Honour decided to send the case to a medical referee shows that 
their opinions were given just consideration. As to the propriety 
of medical referees giving evidence, it may be observed that it 
would be very difficult for the holders of these appointments, 
who are usually in active practice, to avoid giving evidence in 
court. Inconvenience is rarely caused by this, as there are 
generally several medical referees attached to each county court: 
district ; in addition, the regulations made by the Secretary _of 
State apparently contemplate special circumstances under 
which referees outside the district may be called upon to act. 
The emoluments of these posts are so insignificant that there is 
no inducement for men to refuse cases merely because they 
are likely to be the subject of an arbitration under the Act. 
In cases where the medical referee has given evidence as an 
ordinary medical witness it is, we believe, the usual practice for 
the judge specifically to exclude that particular referee when he 
has determined to make a reference. 


THE second International Conference for the Study of 
Cancer will be held in Paris this year from October 1st 
to the 5th. Communications relative to the conference 
should be addressed to Dr. Ledoux-Lebard, 22, Rue 
Clément Marot, Paris. In the matter of official languages 
the congress will conform to the rules of international 
congresses. 
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THE dinner of the Royal Sanitary Institute will be held 
at the Langham Hotel, Portland Place, W., on May 25th, 
at 7 for 7.50 p.m. 

THE French Minister of Justice has introduced into the 
Chamber of Deputies a law, to be enforced by severe 

enalties, against procuring, or inciting to procure 
abortion. 

THE friends and patients of Dr. Barclay, of Granton-on- 
Spey, have presented him with a handsome four-cylinder 
motor car, together with a cheque for £250. At the same 
time Mrs. Barclay was presented with a silver salver. 

AT a dinner in aid of the Royal Blind Pension Society on 
April 26th, it was stated that there were now 1,315 pen- 
gioners on the books, of whom some 500 were above 60 
years of age, while 49 were 80 years old and upwards, and 
{ aged 94. The latter had been in receipt of a pension 
for forty-six years. 

IT has been proposed to found a guild for members of 
the medical profession in this country somewhat on the 
lines of the French Société de St. Luc, St. Come et 
St. Damien. Gentlemen in sympathy with the idea are 
asked to communicate with Surgeon-General Maunsell, 
29, Broughton Road, Thornton Heath, Surrey. 

THE Secretary of State for the Colonies has approved 
the proposal that in future the Principal Civil Medical 
Officer of Ceylon shall be an official member of the Legis- 
lative Council. The late Sir W. R. Kynsey, C.M.G., acted 
at one time as an official member, the late Drs. P. D. 
Anthonisz and W. G. Rockwood were unofficial members 
for five and nine years respectively, and Dr. W. G. Vandort 
was an unofticial member recently for a short period. 

AT a meeting of the council of the Association of Medical 
Officers of Health, the treasurer (Dr. Gibb Smith) reported 
that many new members had joined, and it was resolved 
to recommend those members who were also members of 
the British Medical Association to take steps to arrange 
that the Representative of the Division to which each 
belonged should support the motion of which notice has 
been given by the Salford Division as to ‘medical 
appointments in public medical services in general”’ 
(SUPPLEMENT, April 23rd, 1910, p. 174). 

THE foundation stone of the Barnato Memorial Hospital 
in connexion with the Cancer Charity of the Middlesex 
Hospital is to be laid by the Princess of Wales on July 14th. 
So far the ground has only been cleared, and a building 
contract has not been given out, but plans for a red brick 
building in Renaissance style have been passed, and it is 
anticipated that ample progress will have been made 
before the date mentioned. Of the £250,000 available, one- 
fifth is to be spent on building, and the rest invested as an 
endowment. 

AT a meeting of the Royal Society on April 28th Professor 
Swale Vincent read a paper on the chromophil tissues and 
the adrenal medulla. He gave an account of the gross 
anatomy and histology of the chromophil tissues in 
mammals, and especially in the dog. Descriptions and 
drawings of the groups of cells in the sympathetic ganglia 
and of the chromophil bodies in other regions were fur- 
nished, and comparisons were made between their 
‘structure and that of the adrenal medulla. An extract of 
the abdominal chromophil body of the dog had precisely 
the same powerful effect upon the blood pressure as an 
extract made from the medulla of the adrenal. There 
seemed no reason why the hypothesis that all the chromo- 
phil cells had an internal secretion might nut be admitted, 
though this process was more completely elaborated in the 
darger chromophil bodies and in the adrenal medulla. 

AN extra dinner of the Brussels Medical Graduates’ 
Association was held at the Trocadero Restaurant on 
April 29th, and was attended by thirty-three members and 
‘their guests. The President (Dr. Paramore), in giving the 
toast of ‘‘ The Visitors,’ referred to the work which had 
been carried out by Dr. Griffith when President of the 
Medical Defence Union, coupling with the toast also the 
names of Dr. Ogle and Dr. Wickham. Dr. Griffith, in 
responding, said that he was frequently called upon to 
arbitrate in disputes which occurred in difficult cases in 
the country, and, as a rule, with success. The toast of 
‘‘ The Brussels Medical Graduates’ Association ’’ was pro- 
posed by Dr. Ogle. In responding, Dr. Arthur Haydon, 
the Honorary Secretary, said that this dinner had been 
‘organized in order to consider plans for holding the annual 
¢neeting and dinner this year at Brussels in the Brussels 
Exhibition of 1910, probably in August, when Professor 


Rommelaere, the president of the university, would be 
invited to meet the British graduates. There were now 
about 800 British graduates of the University of Brussels 
in all parts of the world, and the number was steadily 
increasing. An annual meeting in Brussels would no 
doubt draw the attention of His Majesty the King of the 
Belgians to the existence of this association and the work 
it was doing for the university ; as Her Majesty the Queen 
of the Belgians was a lady doctor it might hope that Their 
Majesties would become patrons of the association. As a 
result of his visit to Brussels last year to advocate certain 
reforms with regard to the admission of certain candi- 
dates for the degree, all these had since been carried out 
by the university. The number of colonial and foreign 
members was increasing rapidly. Dr. Wickham proposed 
the health of ‘‘ The President,’’ who suitably responded. 
THE proposal to provide a working-class sanatorium for 
Middlesex appears to be making satisfactory progress. 
The suggestion is that the buildings should be of simple 
character and that the total cost should not exceed 
£100 a bed. The cost of maintenance, it is estimated, 
should not be more than 25s. weekly for each patient, and 
only those would be admitted whose maintenance is 
guaranteed either privately or by local authorities or other 
bodies. Sir R. Douglas Powell, in an address at a recent 
meeting in favour of the scheme, expressed his approval 
of the suggestion that the cost should not be over £100 a 
bed, and that those admitted should not be paupers ; these 
should be dealt with by the Poor Law, the sanatorium 
should be for workmen, and there should be no element of 
charity. There should be a wing for advanced cases 
which too often had insufficient care, skill, and help given 
tothem. Arrangements must also be made for the care of 


the wives and families of working men when the wage | 


earner was being treated in sanatoriums. To this end the 
working class should be induced to take their share in the 
expenses. To cope with the ravages of phthisis in 
England and to provide four months’ treatment for each 
patient 20,000 beds were necessary ; this would involve a 
capital expense of something like a quarter of a million, 
while the annual cost of keeping the patients and allowing 
£1 a week to their families would be another quarter of a 
million. By co-ordinating various funds that were wasted 
annually it should be possible to treat the working man 
and provide his family with funds. Hundreds of thousands 
of pounds were frittered away by benefit societies and sick 
funds, and if these could be saved and devoted to the end 
which the meeting had in view great good would be done. 
Several large contributions towards the scheme have been 
promised, but it is proposed to endeavour to collect the 
main portion of the sum necessary by 5s. subscriptions. 

THE forty-second annual banquet of the French Hospital 
was held at the Hotel Cecil on March 30th, under the pre- 
sidency of M. Paul Cambon, the French Ambassador. He 
was supported by many members of the Corps Diploma- 
tique, by the two Sheriffs of the City of London—the Lord 
Mayor was unfortunately unable to be present—by almost 
all of the members of the medical staff, and about 280 sub- 
scribers. The treasurer announced subscriptions to the 
amount of £3,700. Since the last annual banquet a new 
wing has been added and the interior of the whole hospital 
has been greatly improved. A new operating theatre has 
been constructed, with the addition of a room for the 
administration of anaesthetics, and another room for 
the sterilization of the surgical instruments. The 
corridors and staircases have all been lined with white 
tiles and the wards have been thoroughly brought up 
to date. Altogether about £5,000 has been spent, and 
the committee and staff are to be congratulated upon the 
way in which the work has been carried out. The hospital 
in London, together with its convalescent home at 
Brighton, which contains seventy beds, is a striking 
monument to the sympathy which exists between the two 
nations. After the toasts of ‘‘ The President of the French 
Republic’’ and The King ’’ had been duly honoured, the 
Ambassador proposed the toast of ‘‘The Corps Diplo- 
matique, the Sheriffs of the City of London, and the 
Medical Staff.’ In referring to the founders of the 
hospital, His Excellency spoke in feeling and sympathetic 
terms of the work done by the late Dr. Vintras. Dr. George 
Ogilvie, the senior physician, who spoke in French, replied 
on behalf of his colleagues. After referring to the addi- 
tions and improvements in the hospital, he went on to 
express his conviction that the doctor must not only have 
knowledge of his art, but sympathy with the patient he 
has to treat. The motto of the French Hospital was 
‘‘Caritas et patria.’’ Dr. Ogilvie concluded by saying he 
was confident that the good feeling which existed 
between France and Great Britain would increase and last 
long after the present generation has passed away. 
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LETTERS, NOTES, AND ANSWERS. [May 7, 1920, 


Letters, Notes, and Anstuers. 


BRITISH MEDICAL ASSOCIATION AND BRITISH MEDICAL JOURNAL. 


Tus offices of the British Medical Association and of the 
British Mepicat Jougnat are at 429, Strand, London. 


CoMMUNICATIONS respecting Editorial matters should be addressed to 


the Editor, 429, Strand, London, W.C.; those concerning business 
matters, advertisements, non-delivery of the JOURNAL, etc., should 
be addressed to the Office, 429, Strand, London, W.C. 


=" Queries, answers, and communications relating to subjects 


to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


QUERIES. 


F. C. H. asks for suggestions in the treatment of a case of what 


isapparently Dupuytren’s contraction in a child aged 23 years. 
The onset was noticed by the parents soon after birth. It 
chiefly affects the little and ring fingers of each hand; on the 
dorsum of each wrist-joint is also a small swelling of recent 
origin of the nature of a ganglion. The child is typically 
healthy in all other respects, and no treatment of any kind 
has been as yet tried. The degree of flexion is becoming 
= and complete passive extension cannot be brought 
about. 


ANSWERS, 
THE DRUG HABIT: TOBACCO. 


L.R.C.S. writes inanswer to ‘‘ M. Y. S.”’ (p. 1091): The patient’s 


condition seems to require the same treatment as that for 
morphine and other drug habits—that is, weaning from 
tobacco, such remedies being given during the process as will 
mitigate to a very large extent the suffering or discomfort 
involved in the weaning. The causes of the crave or dis- 
comfort are, I imagine, almost identical, but not so marked 
generally as in the morphine crave, namely, cardiac de- 
pression, following a general nerve irritability and depression, 
indigestion from hyperacidity, and restlessness. These can 
be best met by a mixture of digitalis and strychnine every 
three hours and a full dose of sodium bicarbonate in hot water 
an hour before meals, while the tobacco consumption is 
gradually being reduced. Turkish baths will be of value to 
remove restlessness and promote sleep. The bowels should 
be regulated by the use of Hunyadi Janos or some other 
mineral water taken fasting, and the diet should be light, 
nourishing, and easily digestible. If the reduction of the 
tobacco can be carried out under control, the patient should 
recover without much discomfort by means of this assistance. 
I very much doubt the patient’s having strength of mind to 
carry out the reduction, however, unless his tobacco is to 
some extent under control. Hypnotic suggestion would pro- 
bably be found valuable, and would without doubt be so in 
preventing relapse after the weaning process is completed. 


Dr. W. Hickey (Altrincham) writes: I recommend ‘M. Y. 


to try a daily limited ‘‘close-time.’’ For instance, in the 
daily twenty-four hours he must not smoke at all during the 
single hour following 12, 3, 6, and 9 o’clock. He thus pre- 
cludes himself from tobacco for one-third of the day. At any 
other time he may have his smoke, but half-an-hour must 
elapse before each pipeful. Allowing twelve hours for sleep, 
meals, and outdoor exercise, he thus limits himself to the 
soothing pleasures of ‘‘ Lady Nicotine ’’ during four hours daily; 
and as half an hour must elapse before his second pipeful he 
absolutely limits himself to eight pipes a dey. I should think 
his depression is temperamental rather than toxaemic, and 
therefore a limited indulgence would be beneficial despite the 
unreasonable croakings of the anti-everything brigade. 


Dr. R. H. BLAIkie (Edinburgh) writes to recall an annotation 


on the subject which appeared in the JOURNAL a few years 
ago. This described briefly a method recommended by a 
Russian practitioner, Dr. Kolomeitzeff, Assistant Physician 
to the Military Hospital, Kasan. It consisted in rinsing out 
the mouth with a + per cent. solution of nitrate of silver after 
each pipe, cigar, or cigarette. The effect of a weak solution 
of this character on the mucous membrane of the mouth is 
quite innocuous in itself, but so far disturbs the power of 
appreciating the flavour of tobacco as to create, it is said, a 
complete, if temporary, distaste for smoking. 


Dr. J. STGEORGE WuITTY (South Kensington) writes: I had a 


similar case some years ago, which I treated with complete 
success by hypnotic suggestion. The suggestions to be made 
are that the desire to smoke no longer exists, that the taste 
and liking for tobacco have disappeared, and any attempt to 
smoke will cause nausea, which if persisted in will produce 
actual sickness. Of course, before proceeding to make these 
suggestions care must be taken to ascertain that the patient 
is in a sufficiently deep state of hypnosis, so as to be respon- 
sive, and unconscious in the waking state of what passed 
while in the trance. 


TREATMENT OF ULCERATIVE COLITIS. 
Dr. H. J. THorpP ([pswich) writes: I would suggest absolute 
rest in bed, a diet consisting practically of milk, and as drugs 
bismuth subnit. 5ss, pulv. Dover gr. v, t.d.s. 


ASSOCIATION TESTS IN MENTAL DISEASE, 

M.—The only comprehensive works of which we are aware 
printed in English, dealing with association tests as applied 
in cases of mental disease, and with the psycho-analytic 
method of Freud, Jung, and others, are: (1) The Psychology 
of Dementia Praecox, by Dr. Jung, translated by Drs. Peterson 
and Brill, and forming No. 3 of the Nervous and Mental Dig. 
ease Monograph Series (New York, 1909), and (2) Selecteg 
Papers on Hysteria and other Psycho-Neuroses, by Professor 
Freud, translated by Dr. Brill, forming No. 4 of the same 
series. The following brief papers might also be consulted ; 
Freud’s Theory of Dreams, by Dr. Ernest Jones (Rev. of Neur. 
and Psychiat., March, 1910); a paper on Psycho-Physica} 
Investigation with the Galvanometer and Pneumograph in 
Normal and Insane Individuals, by Peterson and Jung: 
(Brain, July, 1907; see also leading article, Britisg 
MEDICAL JOURNAL, October 26th, 1907, The Galvanometer 
in the Study of Mental Disease) ; and a later contribution 
by Peterson, Experiments in Psycho-Galvanic Reactions 
from Co-Conscious (Subconscious) Ideas in a Case of Multiple 
Personality (Journal of Abnor, Psychol., June-July, 1908), 
The literature in German concerning association tests 
and Freud’s psycho-analytic method is very considerable. 


LETTERS, NOTES, ETC, 


AN EXPLANATION. 

Dr. A. R. GUNN (Ullapool, Ross-shire) writes: During the past 
week there has been appearing in the lay press a paragraph 
which relates a recent experience of mine while paying a pro- 
fessional visit to the outlying parts of my practice. I need 
hardly say that this paragraph, which contains some in 
accuracies, was inserted entirely without my knowledge and 
consent, and has caused me a great deal of pain and vexation. 
Had the journey been undertaken with another motive it 
would have passed without comment, or excited merely the 
mildest local interest, and I feel very keenly that I should be 
made the victim of an attempt to raise the comparatively 
commonplace into the regions of the heroic. 


MORTALITY FROM CONSUMPTION IN DusTY TRADES. 

B. S. writes: In two of the articles in the BRITISH MEDICAL 
JOURNAL of April 30th dust is condemned wholesale as pro- 
ductive of pulmonary tuberculosis. I think a decided exception 
should be made in favouroflime dust. In my observations those 
breathing it habitually at limekilns are free from tubercu- 
losis. A similar observation has been made in France and 
Germany. In my opinion lime dust in abundant quantity, 
either by acting on the body or on the tubercle bacillus outside 
the body, is antagonistic to tuberculosis. I would not expect 
to find lime dust figuring in Mr. Hoffman’s statistics. 


PALAEOGENESIS. 

Dr. A. W. GILCHRIST, M.D. (Nice), writes: In the BRITISH 
MEDICAL JOURNAL of July 24th, 1909, I made some allusions 
to the presumably evolutionary influences so aptly designated 
Palaeogenesis by Sir Jonathan Hutchinson (p. 980). I was 
referring to the causation of cancer, and had occasion in 
discussing regressive heredity to make the foilowing remark: 
‘*Tt tends to confirm the conception that general pathology, 
as is currently held of the relations of ontogeny to phylogeny 
is an abridgement, so to speak, of aberrant phylogeny.” 

Sir Jonathan Hutchinson, in speaking of certain ‘‘ palaeo- 
genetic structural peculiarities,’ says that ‘‘the explanation 
of these in reference to cause and distribution have hitherto 
been insoluble problems.” It was precisely a sense of this 
apparent insolubility that made me remark, in attempting to 
formulate a theory of etiology: ‘‘The conception is admittedly 
speculative, but where else except in these evolutionary 
principles would we find so systematic an explanation of 
dissociated processes ?”’ 

ike Sir Jonathan Hutchinson, I also have contemplated 

bringing the subject of remote ancestral inheritance to the 

_—" of the British Medical Association in London next 
uly. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL, 


Eight lines and under ans awe O 0 


An average line contains six words. 


All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. 
No responsibility will be accepted for any such remittance not so 
safeguarded. 

Advertisements should be delivered, addressed to the Manager,. 
429, Strand, London, not later than the first post on Wednesday morning 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 

NoTE.—It is against the rules of the Post Office to receive postes 
Restante letters addressed either in initials or numbers. 
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